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to pass “the acid test” day and night 


Gastric hyperacidity checkmated: 
Acute or chronic gastric hyperacidity 
can now be held in check both day and 
ight, with Gelusil and the new for- 
lation, Gelusil-Lac. 


‘tained daytime antacid protection: 
Meee sustained action of magnesium 
trisilicate and specially prepared alu- 
minum hydroxide gel restores and 
maintains the gastric pH within the 
normal range, without overneutraliz- 
ing or alkalizing. Gelusil thus avoids 
the twin dangers of acid rebound and 
systemic alkalosis. 

Extended nighttime protection: Gelusil- 
Lac combines the proven antacid action 
of Gelusil plus the sustained buffering 
effect of specially prepared high pro- 
tein (low fat) milk solids. The formula 


is designed to prevent the onset of 
gastric pain at night, especially 
“middle-of-the-night” attacks. 


Nonconstipating: Gelusil’s aluminum 
hydroxide component is of a low order 
of chemical reactivity, hence the for- 
mation of astringent — and constipat- 
ing — aluminum chloride is minimal. 


Dosage: 2 Gelusil tablets or 2 teaspoon- 
fuls of Gelusil liquid two hours after 
eating or when symptoms are pro- 
nounced. Each tablet or teaspoonful 
provides: 72 gr. magnesium trisilicate 
and 4 gr. aluminum hydroxide gel. 
Gelusil-Lac: at bedtime, one heaping 
tablespoonful stirred rapidly into one- 
half glass (4 fl. oz.) of cool water. ( Pro- 
vides equivalent of 4 Gelusil tablets.) 


Gelusil/Gelusil-Lac 
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your allergy patients need a lift 


Plimasin 


(tripelennamine hydrochloride and methyl- 
phenidylacetate hydrochloride CIBA) 


CIBA 


SUMMIT, N.J. 
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® What with sneezing, wheezing and scratch- 


ing, being allergic is fatiguing business. As 
a result your hypersensitive patients suffer 
from emotional depression in addition to 
their allergic symptoms. 


Now, with Plimasin, you can give these 
patients a lift and obviate sedative side. 
effects. Plimasin is a combination of a proved 
antihistamine and Ritalin—a new, mild psy- 
chomotor stimulant. Plimasin not only re- 
lieves the symptoms of allergy but counter- 
acts depression as well. . 

DOSAGE: 1 or 2 tablets every 4 to 6 hours if 
necessary. 

TABLETS (light blue, coated), each containing 
25 mg. Pyribenzamine® hydrochloride (tripel- 
ennamine hydrochloride CIBA) and 5 mg. Rita- 
lin® hydrochloride (methyl-phenidylacetate 
hydrochloride CIBA) 
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RAPID CONTROL OF 
SPONTANEOUS HEMORRHAGE 
CAN NOW BE ACHIEVED WITH 

“PREMARIN” INTRAVENOUS 


e Safe and effective hemostasis using 
“PREMARIN” Intravenous has been reported’* 
in the following types of bleeding: 


« epistaxis » subarachnoid hemorrhage 
« after adenoidectomy # genitourinary bleeding 
« delayed post-tonsillectomy hemorrhage » hemoperitoneum 
« delayed postprostatectomy hemorrhage » esophageal varices 
« delayed post-traumatic hemorrhage » bleeding from lip 
« rectal bleeding . bleeding from ear 
« gastrointestinal bleeding « bleeding from tongue 
with and without evidence of ulcer » bleeding around a tooth 
1. Jacobson, P.: West. J. Surg. 63:711 (Dec.) 1955. 2. Menger, H. C.: J.A.M.A. 159:546 (Oct. 8) 1955, 


“PREMARIN, 


Conjugated Estrogens (equine) for intravenous injection 


Free from toxic manifestations 


DOSAGE: 20 mg. stat. May be repeated if necessary, 


SuppuLieD: No. 552— Each package provides: 

1, One “Secule”@ containing 20 mg. of estrogens in their naturally 
occurring, water-soluble conjugated form expressed as sodium 
estrone sulfate, and 


2. One 5 cc. vial of sterile diluent with 0.59% phenol U.S.P. 


AYERST LABORATORIES 
New York, N. Y. . Montreal, Canada 
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on the fifteenth 
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“MYSOLINE” raises 


the convulsive threshold 


in grand mal 


and psychomotor attacks 


“MYSsOLINE,” employed alone or in combination with other 
medication, controlled or markedly improved 73 per cent of 
45 patients with major motor seizures. In each instance, the 
previous medication had proved to be ineffective.! 

“MYysoLinE,” when used as initial therapy in a series of 97 
grand mal patients, controlled seizures in 57 per cent of the 
patients; an additional 22 per cent were improved.? 

“. .. after the proper dose was established, ‘Mysoline’ was 

well tolerated without [serious] side effects.’ 

1. Doyle, P. J., and Livingston, S.: J. Pediat. 43:413 (Oct.) 1953. 
2. Livingston, S., and Petersen, D.: To be published. 

3. Pence, L. M.: Texas State J. Med. 50:290 (May) 1954. 
LITERATURE ON REQUEST 


Supplied: Tablets, 0.25 Gm. Bottles of 100 and 1,000. 
Suspension, 0.25 Gm. per 5 cc. (teaspoonful). Bottles of 
8 fluidounces. 


“MYSOLINE”’ 


Brand of Primidone 


in epilepsy 


ort AYERST LABORATORIES + New York, N.Y. « Montreal, Canada 


Ayerst Laboratories make ‘“‘Mysoline” available in the United States 
by arrangement with Imperial Chemical (Pharmaceuticals) Limited. 
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Exercise in the reading of x-rays. 
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Score 100% and we'll call you “Professor.” 
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CORTROPHIN-ZINC 


HAY FEVER 

POISON IVY 

POISON OAK OR SUMAC 
SEASONAL ASTHMA 
ROSE FEVER 


EASIER CONTROL 
OF SUMMER-TIME 
ALLERGIES 


For the quick relief which ACTH 
gives in summer-time allergies, 
with minimal inconvenience to your 
patient, use Cortrophin-Zinc. Its 
prolonged action permits maximal 
response in rose fever, poison ivy, 
poison oak, sumac, asthma, and 
other allergic manifestations, with 
fewer injections. Each injection lasts 
at least 24 hours in the most acute 
cases to 48 and even 72 hours in 
milder cases. And Cortrophin-Zinc 
is easy to use, being an aqueous 
suspension which requires no 
preheating and flows easily 
through a 26-gauge needle. 


Supplied in 5-cc vials, each cc 
containing 40 U.S.P. units of 
corticotropin adsorbed on zinc 
hydroxide (2.0 mg zinc/cc) 
*T.M.—Cortrophin 

tPatent Pending. Available in other 
countries as Cortrophine-Z. 


tOrganon brand of Corticotropin- 
Zinc Hydroxide 


Organon dovelopnict 


ORGANON INC. + ORANGE, N. J. 
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'hysician 


Journal for the Hospital Resident 


Resident 
Physician 


Editor-in-Chief 


Vol. 2, No. 


July 1956, 


Managing Editor 
Resident Staff Director 


Contributing Editor 


Resident Editors 


Production Director 


Articles are accepted for 
publication with the under- 
standing that they are con- 
tributed solely to this pub- 
licaion, and will directly 
interest or be of practical 
value to resident physicians. 
When possible, two copies of 
the manuscript should be 
tubmitted. Articles with pho- 
tographs, illustration or draw- 
ings are especially desired. 
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Serpatilin Tablets, 
0.1 mg./10 mg., 
each containing 

0.1 mg. Serpasil® 
(reserpine CIBA) 
and 10 mg. 
Ritalin® hydro- 
chloride (methyl- 
phenidylacetate 
hydrochloride CIBA) 


Dosage: 1 tablet 
b.i.d. or t.i.d., 
adjusted to the 
individual. 


CIBA 


SUMMIT, N. J. 
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Serpasii Ritalin Serpatilin 
tranquilizer psychomotor emotional 
stimulant stabilizer 


To induce emotional equilibrium in those who swing from 
anxiety to depression, Serpatilin combines the relaxing, tran- 
quilizing action of Serpasil with the mild mood-lifting effect 
of the new cortical stimulant, Ritalin. In recent months, 
numerous clinical studies have indicated the value of com- 
bining these agents for the treatment of various disorders 
marked by tension, nervousness, anxiety, apathy, irritability 
and depression. Arnoff,! in a study of 51 patients, found the 
combination of definite value in a variety of complaints, 
noting no effect on blood pressure or heart rate. Lazarte and 
Petersen2 also found Serpatilin effective in counteracting the 
side effects of reserpine and chlorpromazine. They reported: 
“The stimulating effect of Ritalin seemed complementary to 
the action of reserpine ...in that it brought forth a better 
quality of increased psychomotor activity.” 

1. Arnoff, B.: Personal communication. 2. Lazarte, J. A., and Petersen, 
M. C.: Personal communication, 


(reserpine and methyl-phenidylacetate hydrochloride CIBA) 
2/2280m 
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Anesthesiolo 

J. Adriani, M.D¥ Director, Dept. of 
Anesthesiology, arity Hospital of 
New Orleans. 

Max S. Sadove, ., Director, Dept. 
of Anesthesiology, Univ. of Illinois. 


Dermatology 

Marion B. Sulzberger, M.D., Professor 
and Chairman, Dept. of Dermatology 
and Syphilology, N. Y. U. Postgraduate 
Medical School. 

Medicine 

William B. Bean, M.D., Professor of 
Medicine, Univ. of Iowa Medical School. 
Charles Davidson, M.D., Assoc. Profes- 
sor of edicine, Harvard Medical 
School. 

C. Wesley Eisele, M.D., Assoc. Pro- 
fessor of Medicine; Director, Post 
Graduate Medical Education, Univ. of 
Colorado. 


John C. Leonard, M.D., Director, House 
Staff Education, Hartford Hospital. 


Charles F. Wilkinson, M.D., Professor 
of Medicine, New York University Post 


Graduate Medical School; Director, 
Fourth Medical (N.Y.U.) Division, 
Bellevue Hospital Center. 
Obstetrics-Gynecology 

A F. Guttmacher, M.D., Director, 


Dept. of Obstetrics and Gynecology, Mt. 
Sinai Hospital, N. Y. €. 
Ophthalmology 

Derrick T. Vail, M.D., Chairman, Dept. 
of Ophthalmology, Northwestern Univ. 
Medical School. 
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Advisory Board 


Pathology 
John R. Schenken, M.D., Professor of 
Pathology, Univ. of Nebraska. 


Pediatrics 

James Marvin Baty, M.D., Physician-in- 
Chief, Boston Floating Hospital. 
Psychi 

William C. Menninger, M.D., Professor 
of Psychiatry and General Secretary, 
Menninger Foundation School of Psy- 
chiatry. 

Radiol 


Maxwell te Poppel, M.D., Director of 

Radiology, Bellevue Hospital Center. 

Resident Staff Director 

Salvatore R. Cutolo, M.D., Deputy Med- 

Ls Superintendent, Bellevue Hospital 
ter. 


Surgery 
Donald C. Collins, M.D., Asst. Profes- 
sor of Surgery, College of Medical 
Evangelists. 


Bernard J. Ficarra, M.D., Director of 
Surgery, Roslyn Park Hospital, N. Y. 
Earl J. Halligan, M.D., Director of 
Surgery, Jersey City Medical Center. 


Karl A. Meyer, M.D., Chairman, Dept. 
of Surgery, Cook County Hospital. 


Howard E. Snyder, M.D., The Snyder 
Clinic, Winfield, Kansas. 


Urology 

Herbert B. Wright, M.D., Chief of 
Urology, Evangelical Deaconess Hospi- 
tal, Cleveland. 
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Nutritional Research 


The never-ending effort to reach 
even higher standards for Carna- 
tion products includes both biolog- 
ical and analytical research. In 
the latter phase, all necessary, 
definitive equipment is available 
at Carnation Research Laboratory. 
Here, for example, a staff member 
determines vitamin B content of 
a Carnation product, using a Beck- 
man Quartz Spectrophotometer. 


12 


from Carnation Research Laboratory 


Van Nuys, California 


Product Stability Research 
Carnation research also assures 
retention of optimum food values 
under maximum adverse condi- 
tions. Among other facilities, a 
diurnal cycling cabinet permits 
staff members to study Carnation 
products under extremes of ten- 
perature and humidity. 

Mass Production Research 
Carnation Research Laboratory 
includes a complete pilot plant 
staffed by competent technicians. 
Mass production problems, if any 
exist, are detected and further 
research instituted. 


Carnation Protects 
Your Recommendation 
with Continuous 
5-Phase Research: 


Carnation Research = 
Laboratory; Carnation 
Farms; Carnation Plant 
Laboratories; Carnation 
Central Product Control ! 
Laboratory; Carnation- 
sponsored University & — 
Association Research. ~~" 
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“judicious combination...” 


for antiarthritic therapy 


SA LCcorx* 


That cortisone and the salicylates have a complementary 
action has been well established.'> In rheumatic conditions, 
functional improvement and a sense of feeling well are noted 
early. No withdrawal reactions have been reported. 


One clinician states: “By a judicious combination of the two 
agents .. . it has been possible to bring about a much more 
favorable reaction in arthritis than with either alone. Salicylate 
be potentiates the greatly reduced amount of cortisone present so 
a that its full effect is brought out without evoking undesirable 
side reactions.” 


INDICATIONS: 


Rheumatoid arthritis . . . Rneumatoid spondylitis . . . Rheumatic 
fever... Bursitis... Still's disease... Neuromuscular affections 


EACH TABLET CONTAINS: 
Cortisone acetate ....... 2.5 mg. 


Sodium salicylate ....... 0.3 Gm. 
Aluminum hydroxide gel, dried . 0.12 Gm. 
Calcium ascorbate. ...... 60 mg. 
(equivalent to 50 mg. ascorbic acid) a 
Calcium carbonate ...... 60mg. U.S. Pat. 2,691,602 


1. Busse, E.A.: Treatmeny of Rheumatoid 
Arthritis by a Combination of Cortisone and 
io Clinical Med. 11:1105 (Nov., 
BRISTOL, TENNESSEE 1955) 


2. Roskam. VanCawenberge, H.: Abst. in 
NEW YORK 151 :248 (1953). 
3. Coventry, M.D.: Proc. Staff Meet., Mayo 
KANSAS CITY Clinic, 25:60 (1954). 
4. Holt, K.S., et al.: Lancet, 2:1144 (1954). 
SAN FRANCISCO 5. Spies, T.D., et al.: J.A.MA., 159:645 (Oct. 
15, 1955). 


The S. E. Massengill company 
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Viewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
Professor of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 


Which Is Your Diagnosis? 
1. Malignancy of stomach 2. Pre-pyloric ulcer 
3. Duodenal ulcer 4. Normal 
5. Gastritis 


(Answer on page 130) 
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why ‘Neosporin is so widely use 
in dermatologic and 


ophthalmic infections... 


1 Because it provides a broader spectrum of bactericidal 
activity than is available from any single agent. 


The first principle of treating bacterial infections of the skin and eyes (where 
secondary invaders must be considered as well as the original pathogen) is te 
use antibacterial therapy of the widest possible scope. 


‘Neosporin’ is the most effective combination of bactericidal agents known for 
the eradication of bacteria commonly present in topical infections, 


as Because its use spares the patient sensitization 
— in two ways... 


a. Development of local allergic reaction to any of the antibiotics in ‘Neosporin’ 
is rare. 


b. None of the antibiotics in ‘Neosporin’ is widely used systemically. Choosing 
‘Neosporin’ for topical infections saves sensitizing the patient to other anti- 
biotics which he may subsequently need for a systemic infection. 


SAFE BACTERICIDAL = BLAND 

‘NEOSPORIN® 

brand 
ANTIBIOTIC ANTIBIOTIC 
OINTMENT OPHTHALMIC 
Polymyxin B—Bacitracin— SOLUTION 

Neomycin Polymyxin B—Gramicidin— 

N 

Tubes of 4 oz. and 1 oz. 
with applicator tips, and Bottles of 10 ce. i 
¥% oz. with ophthalmic tip. with sterile dropper. n 
i 
Bea BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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excellent relief of pain, swelling, ten- 
derness; diminishes joint stiffness— 
facilitates early physical therapy— 
expedites rehabilitation 


dietary regulations usually unneces- 
sary 


minimizes incidence of electrolyte 
imbalance 
1, 2.5 and 5 mg. tablets 


MerticorTeEN,” brand of prednisone. 
*T.M. 
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METICORTEN 


PREDNISONE 


increasingly preferred 
by physicians | 
ite strikingly effective 
Schering | 
& 
din- 
X> 
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adjusts 
anticoagulant-depressed 
prothrombin time 


MAJOR ADVANTAGES: Action detectable within 15 minutes, prothrombin 
time normalized within 4 to 12 hours, bleeding checked in 3 to 6 hours. 


emrson or Mephyton: 


(VITAMIN K INJE-TION. MERCK) 


“Tt is shown that oil-soluble vitamin K, is more effective 
than any other agent now available in combating drug- 
induced hypoprothrombinemia.”! However. the usefulness 
of Mephyton lies not only in overcoming bleeding emer- 
gencies, but also in adjusting upwards to safe therapeutic 
levels unduly prolonged prothrombin times without gross 
changes in the regular anticoagulant dosage. 
INDICATIONS: Hypoprothrombinemia due to Dicumarol®, 
Cumopyran®, Tromexan®, Hedulin®, ‘Dipaxin’, warfarin 
and other phenylindanediones. 

SUPPLIED: In boxes of six 1-cc. ampuls, each cc. containing 
50 mg. of vitamin K,. 

1. Gamble, J. R., ef al., Arch. Int. Med. 95:52, January 1955. 


SHARP 
“DOHME 


Philadelphia 1, Pa. 
Division OF MERCK & Co., INC 
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for 
intramuscular 
use 


for prompt, 


effective control of 


inflammation 


STREPTOKINASE-STREPTODORNASE LEDERLE 


Injected intramuscularly deep 
in the upper, outer quadrant 
of the buttock, VARIDASE 
quickly reduces simple 
inflammation at almost any 
site in the body. When 
infection is also present, 
VARIDASE opens the “‘limiting 
membrane” surrounding the 
focus. This facilitates the 
penetration of an antibiotic 
such as ACHROMYCIN* 
Tetracycline, which should 
be administered 
in these cases. 


Intramuscular VARIDASE has 
shown remarkable results in the 
treatment of many different 
lesions, simple or infected, 
including abscesses, “cellulitis, 
epididymitis, hemarthroses, 
sinusitis, and thrombophlebitis. 


VARIDASE (water-soluble, no oil. ) 


LEDERLE LABORATORIES DIVISION CYANAMID Company PEARL RIVER, NEW YORK Lederie) 


REG PAT. OFF 
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Letters 
to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request 
your name will be withheld. 


Anesthesiology 
In the February, 1956, issue of Rest- 
DENT Puysician, I noticed an in- 
quiry concerning the suitability of 
an article on “reasons for leaving 
anesthesia as a specialty” by Dr. 
Arthur J. Prange, Jr. The subject 
interests me, as I did just the oppo- 
site, ie., decided against psychiatry 
in favor of anesthesia as a specialty. 
I would like to answer this article 
with one of my own, “I Chose Anes- 
thesiology” if the idea appeals to 
you. 

Edward R. Bloomquist, M.D. 

Anesthesiology Resident 
Downey, California 


Though I cannot agree with Dr. 
Prange on all points, he makes a 
good case. The trouble is, all the 
things he mentions as being wrong 
with the specialty from his point of 
view are the very points which led 
me to go into it—and stay with it. 
Robert Verrano, M.D. 
Rochester, New York 


In your May, 1956, issue of Rest- 
DENT Puysician I noted the article 
“T Quit Anesthesia” by Arthur J. 
Prange, Jr. I feel this article repre- 
sents a biased, one-sided analysis of 
a growing specialty which does not 
deserve a slap. I wonder if this arti- 
cle was submitted to your anesthesi- 
ology editors for approval or com- 
ment before it was published. Usu- 
ally matters of a controversial nature 
—in which there are obviously two 
different points of view—are written 
up in a debate form with ideas of 
both opposing points of view. This 
article appears quite striking and 
authoritative since similar articles 
concerning other specialties have not 
been included in other issues of your 
journal, as far as I know. Obviously 
there are disadvantages of every spe- 
cialty as well as disadvantages of 
specialties in general, but these of 
course were not pointed out in this 
article. 

In reading this article one is im- 
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Suspension Chloromycetin® 


When you prescribe SUSPENSION CHLOROMYCETIN PALMITATE for 
your young patients, therapeutic response is rarely marred by missed doses 
or spilled doses. Children really like the taste of this custard-flavored prepara- 
tion. And it slips soothingly down the sorest throat. 


SUSPENSION CHLOROMYCETIN PALMITATE keeps without refrigera- 
tion, a convenience appreciated by mothers. Its liquid form permits easy 
adjustment of dosage according to your directions. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been 

iated with its administration, it should not be used indiscriminately or for minor infections. 
Furthermore, as with certain other drugs, adequate blood studies should be made when the 
patient requires prolonged or intermittent therapy 


supplied: susPENSION CHLOROMYCETIN PALMITATE, containing the equivalent of 125 mg. 
of CHLOROMYCETIN (chloramphenicol, Parke-Davis) per 4 cc., is available in 60-cc. vials. 
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Now, for only $4950* G. E. brings 


you complete 200-ma x-ray facilities 


for fluoroscopy 


*f.0.b. Milwaukee, U.S.A, 


for radiography 


Mow PATRICIAN Giaenestic unil 


— the low-cost x-ray unit with major 
features you've always wanted. You get 
81-inch angulating table ¢ independent 
tube stand with choice of floor-to-ceiling 
or platform mounting ® 200 ma- 
100 kvp, full-wave transformer and 
control ¢@ double-focus, rotating-anode 
tube. But that’s not all. 

You're equipped for vertical and hori- 
zontal radiography — Bucky and non- 
Bucky technics — even cross-table and 
stereo views. Focal-film distances up to 
full 40 inches at any table angle... as 
great as 48 inches cross-table. 


The new PATRICIAN features a 
counterbalanced fluoroscopic unit with 
full screening coverage. Even the new 
automatic reciprocating Bucky is 
counterbalanced — self-retaining in all 
table positions. 

Contact your General Electric x-ray 
representative for details or demonstra- 
tion, and be sure to have him explain 
the G-E Maxiservice® rental plan. Or 
write X-Ray Department, General Elec- 
tric Company, Milwaukee 1, Wisconsin, 
for Pub. BT-71. 
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Mabel 
is 
unstable 
She just can’t help 
being impatient and 


exasperating—it’s ‘‘that 
time’’ in her life. 


To see her through the meno- 
pause, there’s gentle ‘‘daytime 
sedation’’ in tranquilizing — 


BUTISOL’ SODIUM 


BUTABARBITAL SODIUM, McNEIL 


| McNEIL | 


LABORATORIES, INC. 
PHILADELPHIA 32, PA. 


TABLETS 15 mg. (4 or.), 30 mg. 
CA or.), SO mg. (% gr.), 100 mg. 
O% gr.), R-A Repeat Action 
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different because ETHICON Surgical Gut is COLLAGEN- 
PURE. ETHICON is the only manufacturer who processes sutures 
from sheep intestine to finished strand. Only ETHICON has exclu- 
sive CP process to assure higher tensile strength and minimal 
tissue reaction. 
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Demerol, trademork reg. U.S. Pat. Off., brand of meperidine, 


| for more efficient 


CONTROL OF PATH 


Each tablet contains : Aspirin 200 mg. (3 grains) 


Phenacetin 150mg. (2% grains) 
Caffeine. 30mg. grain) 


Demerol hydrochloride 30 mg. (% grain) 


Average Adult Dose: 1 or 2 tablets 
repeated in three or four hours as needed. 


Bottles of 100 tablets. Narcotic blank required. 


"Such a combination has proven clinically to be far 
more effective and no more toxic than equivalent 
doses of any of these used singly. ** 


(| LABORATORIES 
NEW YORK 16. N.Y 


*Bonica, J.J.; and Backup, P.H.: Northwest Med., 54:22, Jan. 1955. 
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Continued from page 20 


pressed by how little information the 
author had about the practice of 
anesthesiology—the rewards, both 
emotional and professional. . . . I 
could list the disadvantages of spe- 
cializing in psychiatry, for I had a 
short experience as a medical offi- 
cer assigned to a V. A. Psychiatric 
Hospital. I could point out the fu- 
tility of treating chronically ill pa- 
tients. I could also point out the 
poor financial, emotional and intel- 
lectual returns from working in a 
state hospital where there are most 
of the openings in psychiatry. But, 
I would not do so, feeling that I did 
not understand and know the whole 
field of psychiatry. 

Dr. Prange has fallen into the pit- 
fall of inductive reasoning. Obvi- 
ously, some of the things which he 
says about anesthesiology are true. 
We anesthesiologists realize those 
things when we enter the field. Dr. 
Prange should have realized them 
also. He should visit one of our na- 
tional meetings which are attended 
by thousands of enthusiastic, bright 
young men who are anxious to learn 
more about the art and science of 
this growing specialty. Perhaps Dr. 
Prange did not intend to leave this 
impression with the reader—that 
anesthesiology has nothing to offer 
the young physician. If the reader 
takes the trouble to read through 
the entire article, he sees that Dr. 
Prange intended to convey the idea 
that he felt that anesthesiology was 
not for him. The casual reader will 
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feel that anesthesiology has nothing 
to offer any young physician. This 
may do harm to the whole profes- 
sion. If you would speak to young 
surgeons, internists or pharmacolo- 
gists, you would soon find out how 
important they think anesthesiology 
is and what a contribution it makes 
today. Pick up journals of pharma- 
cology, surgery or internal medicine 
and you will find many of the recent 
advances in medicine apply very di- 
rectly to anesthesiology. 

Thus, I strongly protest your pub- 
lication of this biased damaging ar- 
ticle and feel that you should have 
the courtesy to ask leading anesthesi- 
ologists to discuss this article more 
fully, pointing out the misleading 
statements in it and bring to the 
reader the true facts about this spe- 
cialty. ... 


Carter M. Ballinger, M.D. 
Director, Division of Anesthesiology 
University of Utah 
College of Medicine 
Salt Lake City, Utah 


Dr. Prange’s provocative article 
appeared in the May issue of Rest- 
DENT Puysician. Dr. Bloomquist’s 
article will appear next month. Resi- 
dents in other specialties are invited 
to contribute articles concerning 
their chosen fields of medicine and 
surgery. Here is your opportunity 
to inform your colleagues in the 
various specialties of the rewards 
and penalties involved in your par- 
ticular branch of the profession. 
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in refractory “Gitaligin was effective in our experience in 


failure cases to other digitalis 


heart failure’ | preparations... 


eis “a “A good present day all-purposé digitalis for 
general use is Gitaligin®. . . It has one particular 
for general use advantage which is unique and places ‘it apart 
from all other digitalis : + has} 
§ th a wider margin of safety . . 3 
¢ The average effective dose of Gitaligin is only one-third the 

: toxic dose,'* and its moderate rate of dissipation" assures 

maximum ease and safety of maintenance. 


Therefore, wherever digitalis is indicated — 


(White's Brand of Amorphous Gitaliny 

ag 
Follow this simple dosage equivalent—One tablet (0.5 mg.) © . 
of Gitaligin is approximately equivalent to 0.1 Gm. ag 
(134 gr.) digitalis leaf. Gitaligin tablets are deep scored © 

for accuracy and flexibility of dosage. Z ‘J 

Supplied: Bottles of 30, 100 and 1000 tablets. a ¥ 
at 
1. Hejtmancik, MAR, and Herrmann, G.R.: Texas St. J.M. 51:238 (May) 1955. 
2. Ehrlich, J.C.: Arizona Med. 12:239 (June) 1955. Pi: -f 
3. Hejtmancik, M.R., and Herrmann, G.R.: Arch. Int. M. 90:224 (Aug.) 1952. ¢ % ‘4 
4. Mariiott, H.J.L.: Ann. int. Med. 40:820 (Apr.) 1954. 
5. Weiss, A., and Steigmann, F.: Am. J.M.Se. 227:188 (Feb.) 1954. Complete literature available 
6. Dimitroft, S.P.; Griffith, Thorner, M.C. and upon request to: 
7. Batterman, R.C.; DeGraff, A.C., and Rose, O.A.; Circulation 6:201 (Feb.) 1982. 
Bettormen, A.C. ond Heart J. 42.292 (Aug) 1951. WHITE LABORATORIES, INC. 
9. Batterman, R.C.; DeGratt, A.C.; Guthet, KENILWORTH, N.J. 
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Histacount is the trade mark of Professional Printing Company, Inc. 
—America’s largest printers for Doctors exclusively. 


Histacount means highest quality at lowest prices for Printing, 
Patients’ Records, Bookkeeping Systems and Filing Supplies. 


Histacount means your satisfaction or money back—no questions 
Free samples and catalogue on request. 


WHEN YOU ARE READY TO ENTER PRACTICE, 
ASK ABOUT OUR FREE BOOKKEEPING SYSTEM OFFER. 
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TO COUNTERACT 
corticoid-induced adrenal 
atrophy during corticoid 


A therapy, routine support 
SAMITANLEKS of the adrenals with ACTH 


is recommended. 


THIS IS THE PROTECTIVE DOSAGE RECOMMENDATION 
FOR COMBINED CORTICOID-ACTH THERAPY 


¢ When using prednisone or prednisolone: 

for every 100 mg. given, inject approximately 100 to 120 units 
of HP*ACTHAR Gel. 

¢ When using Aydrocortisone: 

for every 200 to 300 mg. given, inject approximately 100 units 
of HP*ACTHAR Gel. 

© When using cortisone: 

for every 400 mg. given, inject approximately 100 units of 
HP*ACTHAR Gel. 


Discontinue administration of corticoids on the day of the 
HP*ACTHAR Gel injection. 


“Highly Purified a GELATIN) 


The Armour Laboratories brand of purified adrenocorticotropic 
hormone—corticotropin (ACTH) i 


. 
7 IN SAFETY AND EFFICACY 
More than 42,000,000 doses of ACTH have been given 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY © KANKAKEE, ILLINOIS 
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e+eamong other things...which distin- 
guishes Vi-Penta Drops ‘Roche.’ Since 
all multivitamin solutions tend to 
lose strength in time, Vi-Penta’ Drops 
are dated to assure full label potency. 
Just 0.6 ce daily provides required 
amounts of A, C, D and B vitamins 
(including Bg), and you'll find that 


both mothers and youngsters like them 


because they're easy to give and easy 


to take... Hoffmann = La Roche Inc. 
Nutley 10, N. J. 
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by Perrin H. Long, M.D. 


itor’s 
Page 


The Resident and tiie Hospital Administration 


IN MOST INSTANCES, in charters, etc., under which hospitals 
are founded, the adminigf€ator is charged with the responsibility 
for the medical care and treatment of patients in the hospital, as 
well as the immediate administrative management of the hospital. 
He shares his responsibility for patient care with the professional 
staff of the hospital and delegates to this staff the authority to 
provide proper care for the patients in the hospital. Good medical 
administrators rarely intrude into the area of patient care, and 
then, only when something goes wrong. They bend their efforts 
to see that everything is done to make it possible for the doctors 
to work easily in the environment of the hospital. Their philosophy 
is that they are the servants and not the masters of the pro- 
fessional staff. 

However, administrators are charged by governing boards of 
hospitals to see to it that hospitals are run efficiently and without 
waste. A voluntary hospital cannot be consistently in the red to 
any great extent, without reaching a point at which it will have 
to close its doors. This is a point which members of the attending 
and resident staff, at times, seem to ignore in their dealings with 
the administration of a hospital. The doetor must remember that 
a well run hospital is the product of a two-way effort, and that 
the professional staff and the administration must work as a team 
to achieve the environment which is needed for good patient care. 

Resident physicians can help the administration of the hospital 
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by practicing common sense in their work. For example, efficiently 
operated hospitals plan the purchase of medical supplies well in 
advance, on the basis of use experience in that hospital. If the 
doctors who work in the hospital believe that a new drug or device 
will be desirable for patient care, information as to the amounts 
of either which will be needed, say for each quarter of the year, 
will be appreciated by the administrator, because it may permit 
him to effect economies in purchase. Another example would be 
planning on the part of the doctors so that laboratory tests could 
be distributed as evenly as possible throughout the working week lr 
as is consistent with good patient care. This permits the labora- 
tories to function and its personnel employed more effectively. 
These are but two of a number of things residents can do to help 
the administration in the operation of the hospital. 

The chief or senior resident on a service should be the focal T 
point for contact between the administration and house staff for 
all administrative matters relating to house staff on his particular 
service. If this policy can be established, it saves time and pre- 
vents mixups. Under such a plan, the resident should always 
a) operate within the policies established as the result of the joint 
efforts of the administration and the professional staff of the 
hospital. Otherwise everything will be at sixes and sevens and 
the loser will be the patient, because his medical care will suffer. 

Administrators, as I have met them over the years, are gen- 
erally very human individuals. For obvious reasons, they like to 
know what’s going on in their hospital, and what problems are 
being faced at the various staff levels. The chief or senior 
resident should not hesitate to take his administrative problems 
to the administrator, let him know that such problems exist. 
Furthermore, administrators are always glad to hear about the 
good results being obtained in the professional services. So don’t 
hesitate to tell him about the interesting things that are going 
on in your service. And last, but not least, know your admin- 
istrators on a friendly level. You will be surprised how much 
they can help you. 


Jul 


Resident Physician 


4. 
32 


ysician 


Investing 


For 
The Resident 


i] f you depend entirely on your resident stipend to get 
by then obviously you aren’t interested in investing now 
—and rightly so. An awful lot of things come before 


investing, particularly if you’re raising a family. But we 
think you'll agree that you would do well to have a 
grounding in what investment is, what stocks and bonds 
are, and the possible risks and rewards involved in 
investing. In other words, physicians generally can look 
forward to a good income, better on the average than 
any other profession. So, though you aren’t now in the 
market for stocks and bonds, you probably will be. And 
this series on investing will bring you up-to-date on the 
basics, give you a knowledge of sound investment prac- 
tice, equip you now for what you will probably be con- 
sidering seriously much sooner than you may think. 


Prepared especially for Resipent Puysician from material pro- 
vided by Merrill Lynch, Pierce, Fenner & Beane, underwriters and 
distributors of investment securities, brokers in securities and 
commodities. 
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Gould you invest now? Probably 
not. That is, not unless you've just 
fallen heir to a pretty sizable bit 
of money. 

Whether or not you should invest 
now depends pretty much on how 
much money you have, your income, 
how much _ insurance carry, 
what other property you own, your 
age, number and age of dependents 
and many other factors. 


you 


Put first things first 

Let’s look at a few of the things 
that should properly come before in- 
vesting in securities. 

Your first expense will be the 
building of an insurance program 
designed to provide your dependents 
with a reasonable amount of secur- 
ity. 

Second, you will probably be di- 
recting most of your surplus dollars 
into paying on—or building up a 
fund for—professional equipment, 
the new office, and perhaps later, 
your home. 

Finally, you want to be sure of 
enough money to take care of your 
children’s education and too, you'll 
probably want a good reserve fund 
of cash for emergencies. 

Now, with these things in mind 
you are ready to give some thought 
to investing. 

After providing for the above, you 
will eventually arrive at a point 
where you can actually figure on an 


amount “left over.” This you can 
mark as money which can be “put 
to work” for you, in other words, 
invested to earn money. 

Keep firmly in mind that stocks 
are not a substitute for a cash re- 
serve. All stock prices continually 
fluctuate up and down, and one of 
the reasons people lose money in the 
stock market is that emergencies 
force them to sell stock at the cur- 
rent market price—which may be 
less than the price they paid. 


How you can plan your 
investment program 

Assuming you finally decide to in- 
vest in securities, the next step is to 
choose your investment 
Investment objectives are usually 
described in terms of growth, in- 
come, and safety. Unfortunately, 
no single security issue holds a top 
rating in all three. 

As a young man, you might con- 
sider growth as your investment 
goal. You might be much more in- 
terested in seeing your capital mul- 
tiply over the years than in the im- 
mediate prospect of dividends. In 
that case, you might consider put- 
ting your investment money in the 
younger, more dynamic industries 
which may have greater possibili- 
ties for future expansion but which, 
at the same time, have greater ele- 
ments of risk. 

Income, of course, is the primary 


objective. 


Wall Street, focal point of the world’s banking and investment 
activity. Across Broadway is famous old Trinity Church (center). 
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Should you invest now? Probably 
not. That is, not unless you’ve just 
fallen heir to a pretty sizable bit 
of money. 

Whether or not you should invest 
now depends pretty much on how 
much money you have, your income, 
how much insurance you carry, 
what other property you own, your 
age, number and age of dependents 
and many other factors. 
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building of an insurance program 
designed to provide your dependents 
with a reasonable amount of secur- 
ity. 
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recting most of your surplus dollars 
into paying on—or building up a 
fund for—professional equipment, 
the new office, and perhaps later, 
your home. 

Finally, you want to be sure of 
enough money to take care of your 
children’s education and too, you'll 
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Now, with these things in mind 
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After providing for the above, you 
will eventually arrive at a point 
where you can actually figure on an 
— 


amount “left over.” This you can 
mark as money which can be “put 
to work” for you, in other words, 
invested to earn money. 

Keep firmly in mind that stocks 
are not a substitute for a cash re- 
serve. All stock prices continually 


fluctuate up and down, and one of 
the reasons people lose money in the 
stock market is that emergencies 
force them to sell stock at the cur- 
rent market price—which may be 
less than the price they paid. 


How you can plan your 
investment program 

Assuming you finally decide to in- 
vest in securities, the next step is to 
choose your investment objective. 
Investment objectives are usually 
described in terms of growth, in- 
come, and safety. Unfortunately, 
no single security issue holds a top 
rating in all three. 

As a young man, you might con- 
sider growth as your investment 
goal. You might be much more in- 
terested in seeing your capital mul- 
tiply over the years than in the im- 
mediate prospect of dividends. In 
that case, you might consider put- 
ting your investment money in the 
younger, more dynamic industries 
which may have greater _possibili- 
ties for future expansion but which, 
at the same time, have greater ele- 
ments of risk. 

Income, of course, is the primary 


Wall Street, focal point of the world’s banking and investment 
activity. Across Broadway is famous old Trinity Church (center). 
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N. Y. Stock Ex- 
change (right). 
Members buy and 
sell for their cus- 
tomers at “trading 
posts” (below). 


investment objective of a great many 
people. Perhaps you want to add 
to your income. At this point, a 
few extra dollars in dividends com- 
ing in from time to time may be 
more important to you than the pros- 
pect of capital appreciation. (Some 
stocks combine both good dividends 
and growth). Under these circum- 
stances you'll turn to companies 
that have a long record of stable 
earnings and unbroken dividend 
payments. 

Possibly, your primary concern 
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that case, 
securities 


might be safety. In 
you'll be looking for 
which fluctuate comparatively little 
in market price regardless of 
business conditions. For instance, 
you might put your money into 
government bonds, into high-grade 
corporate bonds, or into some of the 
better quality preferred stocks. This, 
in order to be more sure of protect- 
ing your capital while still enjoying 
a fixed dividend rate of say from 3% 
to 444%. Or you might put your 
money into certain carefully chosen 
“blue chip” common stocks having 
less price change and, at the same 
time, a dividend income of around 
414% to 514%. 

The emphasis that you place upon 
safety will depend, of course, on 
your personal outlook and family 
considerations. If you are setting 
up a fund for some particular pur- 
pose, such as the education of your 
children, you normally should be 
willing to sacrifice both appreciation 
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and income to the greater need of 
preserving the principal of that 
fund. 

A summary of the three major 
groups of securities evaluated in 
terms of our three major objectives, 
should be of some help in making 
your selection. 


Safety Growth Income 
Common Best Variable Least 
Stock 
Preferred Variable Steady Good 
Stock 
Bonds Generally Very Best 
None Steady 


From the table above you may 
make a choice of objectives and 
class of security most suited to your 
probable attainment of that objec- 


tive. Once you’ve made a choice of 
objective based on your situation 
don’t change it. That is, unless your - 
financial position or number of de- 
pendents changes. 

But remember, in any event, your 
investment program should be tai- 
lored specifically to meet your own 
particular needs. What is right for 
one physician isn’t necessarily right 
for another. 

In the coming issues, we will dis- 
cuss common and preferred stocks 
and bonds, what makes stock prices 
change, what “bull” and “bear” 
markets are and what the investor 
means by “diversification.” 


The information set forth herein was obtained from sources 
which we believe reliable, but we do not guarantee its accuracy. 
Neither the information, nor any opinion expressed, constitutes 
either a recommendation or a solicitation by the publisher or the 
authors for the purchase or sales of any securities or commodities. 


“To begin with, don’t worry so much when the market breaks.” 
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An Army Resident 


Lots of work, good pay, top training make the 
Army residency program one worth consider- 
ing. Here is a photo story which presents a 
close-up of Major Thomas Nelson, Army Med- 
ical Corps resident. 


One of the more than 300 spaces in the army residency 
program is occupied by Major Thomas Nelson, Army Medi- 
cal Corps. Major Nelson is a regular Army officer and 
presently is completing his residency at Brooke Army Medi- 
cal Center, Fort Sam Houston, Texas. Major Nelson re- 
ceived his pre-medical training at Memphis State College 
from 1940 to 1943; then with the help of the ASTP, he 
received his MD degree from the University of Tennessee 
in 1946. Internship at Wayne County General Hospital in 
Eloise, Michigan, was followed by staff membership at 
Memorial Hospital, Anniston, Alabama. He was appointed 
a lst Lt. in the USAR on Dec. 20, 1949 and entered active 
duty in October, 1950. Promoted Captain in the Regular 
Army in June of 1950, he was assigned to the 82nd Airborne 
Division as regimental surgeon. Training as an officer in 
the field was followed by the residency appointment and 
four years of intensive training in general surgery at Brooke. 


Now nearing the end of his training at Brooke, 
Major Nelson pauses to look at the activity on 
the drill field in front of Brooke Army Hospital 
before entering into the day’s work ahead of him. 
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The normal routine in Army hospitals schedules 
surgery for the morning. Major Nelson, with Army 
nurse Lt. Mary L, Pritchard, examines the x-rays 
of a patient prior to surgery. The patient is an Air 
Force officer’s wife from nearby Randolph Field. 
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As a resident in general surgery, Major Nelson 
participates in a broad training program which 
includes related fields such as orthopedics, urology, 
neurosurgery, plastic surgery and gynecology. 
Competent operative assistance is provided by 
other residents, interns and Army nurses. 
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Words of assurance can relieve anxiety in the minds of mem- 
bers of the family and are of great importance. Here, Major 
Nelson is taking time between cases to chat with Capt. Clark C, 
Foster whose wife has just been admitted to the recovery room, 


Performing a bronchoscopy, assisted by resident 
Capt. W. Scott Williamson, provides Major Nelson 
with valuable experience in diagnostic techniques. 
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Following the bronchoscopy, Major Nelson next pre- 


pares the patient for x-ray by injecting a quantity 
of barium sulfate into the gastrointestinal tract. 


A quick shower and a change of clothes starts Major Nelson 
off on ward rounds. He is again assisted by Lt. Pritchard, who 
adjusts oxygen tent of a critically ill patient in the recovery room. 
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The Army Medical Service’s enlisted technician program pro- 
vides competent assistance, Sgt. Ella Mae Pannell is shown here 
with Major Nelson as he continues his morning rounds. 


Major Nelson, as a resident in general surgery, receives training 
in tuberculous and nontuberculous aspects of thoracic surgery 
as well as types of cardiovascular surgery. Here, post operative 


care of thoracic surgery patient is being given by Major Nelson 
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en with the help of Major Isabelle Currans, Army Nurse Corps. 


As a member of the house staff, Major Nelson conducts teaching 
ward rounds and presents for group discussion those cases for 
which he is responsible. As an instructor he guides the discus- 
sion, points out significant features of the workup, differential 


diagnosis, treatment, prognosis and disposition of each case. 
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The Army resident, not unlike his counterpart in civilian life, 
is on call 24 hours a day. However, he normally works on an 
8-hour shift basis. At the end of his 8 hours Major Nelson can 
look forward to being with his 16 month-old daughter and his 
lovely wife, Jeanne. At Brooke, the Nelsons are at home in 
comfortable quarters furnished by the Government. A pre- 
bedtime romp with their daughter is standard operating proce- 
dure for the Nelsons . . . not only that, it’s fun, too. 
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can In some cases the Army residency hospitals have an affiliation 
| his with a nearby university. An example is affiliation between 
e in Brooke Army Hospital and the graduate school of Baylor Uni- 
pre- versity in Waco, Texas. Colonel Warner F. Bowers, chief of 
oce- surgery at Brooke, is a professor of surgery on the graduate 
too. school staff of Baylor. Here he assists Major Nelson in the prep- 


aration of his thesis leading to the master of science degree 
from Baylor University. Regular promotions are assured the 


Army resident, Col, Bowers looks on with satisfaction as Major 
Nelson receives his promotion from Brigadier General Stuart 
ms 6G. Smith, commanding officer of Brooke Army Hospital. 


Our thanks to Col. Byron L. Steger, M. C. Chief, Education and 
Training Division, Surgeon General’s Office, U. S. Army for his co- 
operation and that of his staff. All photos courtesy of U. S. Army. 
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Wait for the Draft... 


Or Enlist Now? 


For some residents yet to fulfill their military obligations, 
enlistment may offer advantages. And for others, it might 
be better to postpone the inevitable for one more 


year—if possible. 


Q.. problem which confronts 
many residents and practically all 
interns is deciding just exactly when 
is the best time to get in that re- 
quired period of military service. 

Since I recently stood at this im- 
portant crossroads, I will pass along 
some of the facts I learned — facts 
which helped me to make my own 
decision. 

One point at least is clear to me 
now. To postpone your decision to 
the problem is only to extend your 
own uncertainty—not a happy situa- 
tion. 

Dodging the question will, in the 


Arthur L. Matles, M.D. 


long run, rob you of your oppor- 
tunity to weigh the pros and cons 
and make a choice based on what’: 
the best thing for you to do to help 
your career, or at least, to give it 
the least possible hurt. 


Berry Pian 

Most of you are familiar with the 
Berry Plan. It was one of three 
plans suggested by Dr. Frank B. 
Berry and co-workers soon after his 
appointment as Assistant Secretary 
of Defense (Health and Medical). 
in 1954. His object was to rid the 
existing Doctor Draft Law, Public 


ABouT THE AuTHOR—A graduate of the Chicago Medical School, Dr. Matles in- 
terned at the Jewish Hospital of Brooklyn. At present he is completing his first 
year of a surgical residency at the Hospital for Joint Diseases in New York City. 
After the one interruption which he describes in the text of his article, he plans 


to enter training for plastic surgery. 


48 


Resident Physician 


‘a Li 
so 
a 
D 
: 
th 
ul 
F 
D 
4 th 
tk 
Pp 
al 
Ci 
fc 
li 
! re 
ti 
a 
si 
P 
il 
c 
fi 
a 
d 
| 


)por- 
cons 
hat’s 
help 


ve it 


the 
‘hree 
B. 
r his 
etary 
cal). 
| the 
ublic 


es in- 
first 

City. 
plans 


sician 


Law 84 of the 83rd Congress, of 
some of its bad points and introduce 
a new system of deferrals. 

Dr. Berry’s plan was prepared 
with the expectation that the Doctor 
Draft Law then in force would ex- 
pire in June, 1955, and that after 
this, all physicians would come 
under the regular military draft. 


Fair system 

Dr. Berry’s efforts, then, were di- 
rected toward the establishment of 
“a system of deferrals . . . fair to 
the interns and residents concerned, 
the hospitals and the services.” 

The Berry Plan, now in effect. 
permits all interns who are gradu- 
ates of American or Canadian medi- 
cal schools to participate. It allows 
for the commissioning of physicians 
liable for military service under the 
regular draft well in advance of the 
time they are required to go on 
active duty. 

Perhaps the most notable provi- 
sion provides that certain partici- 
pants may, upon completion of their 
internships, be deferred on a year- 
to-year basis for one, two, or three 
years of residency training. 

Residency deferment is based 
upon the number and type of spe- 
cialists required by the armed 
forces, the type of residency in- 
volved and the future needs of the 
armed forces. 

Coincident with this plan, the par- 
ticipant also has the opportunity to 
designate the branch of service in 
which he is most interested. 
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Draft provisions 


A comparison of the regular draft 
provisions and the doctor draft re- 
veals the following: The regular 
draft applies to all individuals under 
the age of 26, regardless of their 
occupation. This age limit extends 
to age 35 if a deferment is granted 
while under the age of 26 — as, for 
instance, while you were in medical 
school. However, the doctor draft 
applies specifically to all physicians, 
dentists and veterinarians under 46 
years of age. The present Doctor 
Draft Law will run until July 1, 
1957. 

Under both draft laws the maxi- 
mum period of active service is two 
years, unless the draftee requests 
further duty. 


Your chances 


Now, what is the best way to de- 
termine your chances of being called 
to active duty? Assuming you are 
a Berry Plan registrant, and you 
certainly should be, you have one 
yardstick: the past recorded defer- 
ments for Berry Plan registrants. 
The accompanying table shows 
that from 1,305 applicants in the 
1954 program (interns from 1954 
to 1955), 299 were selected for 
deferment for the residency year 
1955-1956. In the 1955 program 
(interns from 1955 to 1956), 1,309 
applicants had 501 of their group 
selected for possible deferment for 
their first residency year, 1956-1957. 
The total 1956-1957 residents de- 
ferred will include both groups so 
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that 800 residents will be deferred 
as a result of the Berry Plan. 

More to the immediate point is 
the question: what specialties are 
required by the armed forces as re- 
flected in the recommendations for 


SPECIALTIES 


Anesthesiology 22 


Dermatology & 


Syphilology 9 
Internal Medicine 424 
Obstetrics & 

Gynecology 117 
Ophthalmology 35 
Orthopedics 30 
Otolaryngology 7 
Pathology 47 
Pediatrics 95 
Physical Medicine & 
Rehabilitation 2 


Preventive Medicine 
Psychiatry & 


Neurology 108 
Radiology 34 
Surgery 374 


General Practice 


TOTALS 1,305 


Two-year Comparison of Deferments 


1954 PROGRAM 


APPLICANTS DEFERMENTS APPLICANTS SELECTIONS* 


* Principals selected for possible deferment. 
** Also to be deferred for year July 1, 1956—-June 30, 1957. 


deferment listed in the table? It 
will be noted that the specialties 
ranking particularly high in _per- 
centage of deferments for 1955 were 
anesthesiology, ophthalmology, oto- 
larnygology, pathology. preventive 


1955 PROGRAM 


14 24 23 

1 12 7 
47 363 7 
42 107 63 
13 33 21 
13 59 36 

4 9 9 
19 48 32 
39 124 a4 
_— 2 2 
36 140 78 
17 37 29 
51 346 76 
5 

299°* 1,309 
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medicine, radiology and_ general 
practice. Those selected for defer- 
ment were divided equally among 
the three services, Army, Navy and 
Air Force. 

Of course, by basing your esti- 
mate on past needs of the armed 
services you always run into the 
possibility that the needs may 
change. But no radical changes can 
be forseen at this writing. 


Ratings 

When a physician enters service 
after one year of residency or other 
post-internship training he is com- 
missioned a captain in the Army or 
Air Foree and the equivalent grade 
of lieutenant senior grade in the 
Navy. In the Army and Air Force, 
an alphabetical rating system is in 
effect for doctors. The Navy has a 
similar system but does not use the 
alphabetical listing. 


MILITARY 
SERVICE 
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A “D” rating is given the special- 
ist who has completed at least one 
year but less than three years of 
approved residency training. The 
“C” rating is given those physicians 
who have completed the residency 
iraining requirements for board cer- 
tification in their specialty. If board 
certification has been obtained, a 
“B” rating is given. Among other 
things. these ratings are used by the 
armed services in placing physicians 
in their particular assignments with- 
in their specialty group. Generally 
speaking, the higher the individual’s 
alphabetical rating, the more certain 
he may be of an assignment in work 
which will help him advance his 
knowledge, experience — and board 
requirements of that specialty. 


Board credit 


Will the boards give credit for time 
spent in service? With the excep- 


RESWDENCY 
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tion of proctology, all boards have 
indicated they will grant certain 
credit for military service if the duty 
assignment is considered applicable. 
In other words, take the case of a 
surgical resident who is assigned to 
a hospital in one of the branches 
of the armed services. With a year 
of approved residency under his 
belt, his military service will be 
given credit by the Board during his 
two years of active service so long 
as he is in an approved program, 
ie., either an approved residency 
hospital or a non-approved hospital 
where he is on a surgical assignment 
with his work under the jurisdiction 
of a surgeon acceptable to the Amer- 
ican Board of Surgery. 

In internal medicine at the pres- 
ent time, active military service may 
count toward practice requirements. 
A letter to the secretary of your 
particular specialty board will give 
you explicit information on_ this 
point. 


Specialty allocation 

Now, the final consideration might 
be: How can you be certain you'll 
end up in an assignment which can 
he applied for board credit? If you 
have a “C” or better rating (com- 
plete all your residency require- 
ments for board certification) you 
can be assured of an assignment in- 
volving your specialty. 

However, if you have the “D” 
rating (one year but less than three 
years of residency training) you will 
receive no definite assurance. The 
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armed services try to spot you 
where your specialty will benefit 
them most. Usually this coincides 
with your own ideas of personal 
benefit, but not always. The exact 
figures concerning the number of 
residents having “D” ratings who 
have received assignments involving 
their specialties is not presently 
available. 


Early enlistment 

It is obvious from the foregoing that 
certain groups of physicians could 
benefit from early enlistment, that 
is, after one or two years of resi- 
dency training. First, of course, 
they would fulfill their obligation 
for active duty. Second, and I think 
most important for most residents, 
they would be able to return to resi- 
dency after service and thus be able 
to maintain unbroken contact with 
their hospital and chief of service 
from the final year of residency into 
the first year of private practice. 
This applies to those residents who 
are aiming for board certification 
and a practice of their own. 

By completing your residency and 
then going into armed service you 
face the cold prospect of entering 
practice from military life. Your 
civilian residency hospital recom- 
mendations are dated and your pros- 
pects possibly more difficult. 

There are those, however. who 
feel the amount of money they are 
able to save while in service repre- 
sents the investment needed to set 
up a private practice — and finan- 
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cially at least, they feel they are in 
a better position. But it is also true 
that the same money can be saved 
by the early enlistee and salted away 
during his final year or years of a 
civilian residency — although. ad- 
mittedly, the will power must be 
pretty strong to avoid dipping into 
your “private practice fund.” 


Full-time hospital posts 

Those residents interested in teach- 
ing appointments and full-time hos- 
pital work as compared to private 
practice may feel that they would 
benefit by postponing their service 
obligations until they have com- 
pleted residency training in their 
specialty. 

Radiologists, pathologists, anes- 
thesiologists and others may well 
decide that by entering service with 
a “B” or “C” rating, they could 
complete their board requirements, 
and, at the same time, be assured 
of an assignment in their specialty 
and acquire additional training in 
the armed forces prior to taking up 
a hospital position. 

Time for decision 
Accordingly, residents and interns 


who are Berry Plan _ registrants 
should give the matter of active mili- 
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tary service adequate thought now 
and make a decision before one is 
thrust upon you. Once you are 
notified to report for induction, the 
choice no longer exists and it is 
too late to request active duty. 

Incidentally, my own decision was 
to enlist. I began my active military 
service this month. Since it was my 
own decision, I’m sure I will make 
the most of it. I surely hate to be 
pushed. How about you? 
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by F. Lloyd Musselis, M.D. 


ditorial 


‘Municip ospitals versus 

University Hospitals for 

Internship and Residency Training 
ONLY A FEW years ago the differences between munici- 
pal and university hospitals were vastly greater than 
they are today. There are several reasons for this. 
The medical staffing pattern in municipal hospitals 
has changed — it has come to resemble more closely 
that of the university hospital. 

Many large municipal hospitals are staffed entirely 
by full-time medical school teachers. Thus, in these 
instances, there is very little, if any, difference in the 
medical care patterns in the two types of institutions. 

The main advantages of the old-fashioned type of 
municipal hospital training was considered to be the 
tremendous volume of interesting cases that sought 
care at these institutions. 

Other advantages were said to be the fact that the 
house officer was more on his own, that he had more 
opportunity to develop confidence in his diagnostic 
and therapeutic acumen. In the municipal hospital 
setting he had ample opportunity to develop skill in 
patient-physician relationship. He left the institution 
at the end of his training with a high degree of self- 
reliance. 
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The chief advantage of 
the medical school hospi- 
tal internships and_ resi- 
dencies is the close super- 
vision offered by the faculty 
members. All types of diag- 
nostic procedures are read- 
ily available in practically 
unlimited quantities, so 
that the house officer grows 


to depend upon them more 
F. Lloyd Mussells, M.D. and more. 


Executive Director 


Philedeiphie General In spite of the fact that 
Hospital sshility is 
Philadelphia, Pa. increasing responsibility i: 


given to the house officer 
as he ascends through the ranks of intern, assistant 
resident, resident and senior resident, the supervision 
is so great that at times it even tends to squelch 
initiative and self-confidence. 

He is well trained to practice in the setting in which 
he received his training, but poorly trained to prac- 
tice by himself in a small community where he does 
not have every diagnostic aid and consultants at his 
elbow. 

Because of the prosperity of the times, and because 
more and more people are covered by Blue Cross and 
other forms of hospitalization insurance, municipal 
hospitals are finding that the volume of acute medical 
and surgical cases seeking admission is either at a 
standstill or is actually decreasing. It would, indeed. 
be extremely foolish for city hospitals to try to reverse 
this trend, even if they could — for the only effective 
way of doing so would be to bring about an economic 
depression. This means that these hospitals are gradu- 


ally losing one of their biggest selling points — the 
tremendous volume of interesting cases that come to 
them. 
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Municipal hospitals that have been keenly inter- 
ested in their educational programs have rightly been 
concerned about their diminishing proportion of the 
acute medical care load. However, instead of trying 
to retrieve that which they have lost, they are im- 
proving what they have left. And there is plenty left! 

The advantages of the medical school hospitals have 
been reviewed by municipal institutions, and some of 
them have been established and fostered at city hos- 
pitals. Closer supervision has been provided either 
by increasing the degree of medical school affiliation 
and/or by employing, on the institution’s payroll, full- 
time physicians to teach and supervise the work of the 
residents and interns. 

Yet, this supervision is not carried out to such a 
degree that initiative is squelched, and self-confidence 
weakened. 

City hospitals have increased the emphasis they have 
put on ancillary facilities, laboratories and x-ray fa- 
cilities so that these now compare extremely favorably 
with those found in the medical school hospitals. How- 
ever, the services of these facilities are still somewhat 
limited, so that the interns and residents are not 
allowed to develop an overdependence upon them. 

Municipal hospitals are constantly improving their 
educational programs—greater stress has been put on 
teaching, ward rounds and clinical-pathological con- 
ferences. 

The advantages that were once considered to be 
available solely at medical school hospitals are now 
abundantly in evidence at city institutions. With each 
passing year the gap of difference between the two 
types of hospitals becomes increasingly smaller. 
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Number nine of a series 
from leading medical centers 


Clinico-Pathological 


Conference 


Philadelphia General Hospital 


History 

This 49-year-old white male was ad- 
mitted to the medical service on 
1/19/54 with a chief complaint of 
“smothering if he walks up steps,” 
complaint of six weeks duration. 


Prior to admission 

On 7/4/52 while doing house chores 
the patient suddenly felt as if he 
had heat exhaustion with weakness 
and dizziness. This episode was of 
short duration and he recovered 
spontaneously. Subsequently, how- 
ever, he began losing weight and 
lost 60 pounds inside of six weeks. 
There were no other symptoms. At 
the end of six weeks, for reasons 
unknown, he stopped losing weight 
and maintained his weight of 175 
pounds until just prior to present 
admission when he began to have 
shortness of breath when walking. 
One week later (five weeks prior to 
admission) he began to note that 
his voice was becoming horse and 
that he could not swallow properly. 
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The feeling of weakness again re- 
turned. About four weeks prior to 
admission he noted that be had d‘fii- 
culty breathing while lying on his 
back, and he developed a slight pain 
in the back. Past medical history 
included (1) Diphtheria as a child. 
(2) No operations. (3) No acci- 
dent. (4) No history of venereal 
infection. (5) No allergies. Review 
of systems negative except for what 
was stated above. Patient worked as 
a card-cutter making patterns for 
looms; admitted to no alcoholic ex- 
cess, no history of amount of tobac- 
co used. 


Physical examination 

Well developed, but poorly nour- 
ished white male, in no apparent 
distress, but appearing chronically 
ill. Patient speaks in a horse voice. 
T 98, P 88, R 24, BP 100/60. Head 
—not remarkable. Eyes—conjunc- 
tivae and sclerae clear. EOM nor- 
mal. Pupils regular, equal, and re- 
act to light and accommodation. 
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Fundi not remarkable. Ears—not 
remarkable. Nose—not remarkable. 
Throat—tongue dry; left tonsil 
prominent and dark. Neck—(1) no 
adenopathy. (2) thyroid not pal- 
pable. (3) no rigidity. (4) trachea 
deviated markedly to the right. (5) 
Chest— 


emphysematous. 


no neck vein distension. 
chest markedly 
Slight lag on left. Lungs—percus- 
sion note is dull over the entire left 
chest with dullness extending across 
to the right edge of the sternum. 
Breath sounds diminished over the 
left chest superior to the nipple, and 
tubular in quality. Breath sounds 
absent on the left below the nipple. 
and below T5 posteriorly. Breath 
sounds present and distinct on the 
right; heard 
here. Heart—unable to determine 
No PMI felt. Cardiac 
sounds generally diminished, the 
first heart sound not well heard. 
NSR,. no murmur. Abdomen—liver 
palpable down to the umbilicus with 
the edge slightly tender. Spleen 
palpable 2FB below the left costal 
margin. male. 
Rectal—prostate 2 x enlarged; no 
intrinsic masses. 
markable. 


occasional wheezes 


heart size. 


Genitalia—normal 


Neuro—not re- 


Course 

On 1/23/54 a thoracentesis was at- 
tempted, going through the 7th 
LC.S. in the A.A.L. No fluid, 
however, was obtained. On 1/25/54 
bronchoscopy was performed. This 
revealed paralysis of the left vocal 
cord with complete occlusion of the 
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left main branches. A_ suspicious 
piece of tissue was present above 
the occlusion. The patient was given 
oxygen, aminophylline suppositories, 
and a high protein. high carbohy- 
drate diet. 
creased and he expired on 1/27/54 
at 6:45 a.m. 


Patient’s dyspnea in- 


Laboratory studies 


Hemoglobin 11.6 gms. 
WBC 14,900 
N 72-bands 5-seg. 67 
L 20 
M 8 
Urinalysis 

reaction acid 

sp. gr. 1.025 

Prot. slight trace 

sugar 0 

WBC 3-6 

RBC 0 

Casts 0 
BUN 26 
BS 137 mg“ 
STS non-reactive 
Total protein 7.6 gms.% 

Albumin 

Globulin 
Prothrombin 61% ” 
Smear for AFB negative 


Discussion 

SPEAKER: Peter A. Theodos. M.D. 

CONSULTANT: David Seligson, M.D. 

CONDUCTED BY: Herman W. Ostrum, 
M.D. 

Dr. Theodos: We are dealing here 

with a middle aged man who was 
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acutely ill for only eight days. How- 
ever. in going over the history, it 
seems that there has been a chronic 


illness present because there were 
symptoms 11% years prior to this ad- 
Just what the weakness 
and dizziness represent is difficult 


mission. 


to say. One is struck by the weight 
loss of some 60 pounds which oe- 
curred just over a period of six 
weeks. Why did this weight loss 
stop and the patient do well for the 
next 114 years? He was admitted 
with the chief complaint of short- 
ness of breath. 
be definite emphysema present 
which perhaps would account for 
the shortness of breath. However, 
this in itself should not be enough 
to cause the death of the patient 
so rapidly. There are other symp- 
toms present which are more sig- 
nificant, particularly the hoarseness. 
difficulty in swallowing, weakness, 
and pain in the back—presumably, 
this is either in the thoracic or 
lumbar area. 


There appears to 


Although the dyspnea can be ex- 
plained on the basis of emphysema, 
the chronic hoarseness 
that something else is 


suggests 
present. 
Paralysis of the left vocal cord cer- 
tainly has to be recskoned with. On 
bronchoscopy there is evidence of 
occlusion of the left main stem 
bronchus. In evaluating the causes 
of hoarseness, we can exclude local 
causes since bronchoscopy did not 
show any tumor, foreign body, 
tuberculous ulceration, or polyp on 
the vocal cords. Therefore, one 
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must assume that the paralysis of 
the cord is related to some pressure 
on the recurrent laryngeal nerve. 
probably in the mediastinal region. 
One must consider the conditions in 
the mediastinum that will produce 
pressure on the recurrent laryngeal. 
Since the recurrent pharyngeal is in 
relation to the arch of the aorta and 
the aorta is in the middle mediasti- 
num, it would seem logical to as- 
sume that whatever is compressing 
it would be something causing dis- 
ease in this area. The middle 
mediastinum contains the heart and 
great blood vessels, but it is also 
the site of many lymph nodes, par- 
ticularly the tracheobronchial nodes. 


Aneurysm 

Before going on to discuss the prob- 
able condition in the mediastinum. 
one has to consider other things 
such as aneurysm of the aorta. We 
have evidence that the trachea is 
deviated to the right. Aneurysm of 
the aorta, particularly the ascending 
aorta, can cause this type of pres- 
sure. However, one would expect 
other signs of an aneurysm. There 
is no evidence of syphilis in this, 
patient either in the history, the 
blood serology or in the physical 
findings. Certainly, syphilis would 
have to be present if one ig to con- 
sider an aneurysm although hyper- 
tension or arteriosclerosis may be 
considered as a cause of aneurysm. 
even though not commonly seen. It is 
questionable whether these two con- 
ditions can produce an aneurysm in 
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the absence of syphilis. Aneurysms 
can produce a lot of the changes 
that are reported in this protocol if 
they obtain a size where they com- 
press various organs. The hoarse- 
ness could be from this, compression 
of the trachea could produce ob- 
struction, pressure on the esophagus 
could explain the reason for the dys- 
phagia, and so on depending on 
how large the aneurysm is and its 
location. However, I would think 
that the evidence is against 
aneurysm. 


Mediastinum 


We then ome to involvement 
of the mediastinum. When one 
considers the mediastinum one can 
limit the discussion to the middle 
mediastinum as it doesn’t seem that 
involvement of the interior or pos- 
terior mediastinum by relatively be- 
nign conditions could account for 
the rapid course of events in this 
patient. One thinks in terms of 
three large groups: infection, cystic 
vhanges, and malignancy. 


infection 


It is conceivable that an infection 
in the mediastinum, either an acute 
mediastinitis or a chronic mediastin- 
itis could do this. One thing that 
puzzles me here is the description 
of the tonsil on the right side which 
is reported as enlarged and black- 
ened. Does this indicate that this 
tonsil is the site of some sort of 
infection, or is it the site of a malig- 
nant change? In either case, exten- 
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sion into the mediastinum can occur 
particularly through the retrovis. 
ceral space to produce enlargement, 
thickening or infection. However, 
the course does not suggest that 
we are dealing with an infectious 
process. The picture of an_ infec. 
tious process in the mediastinum, | 
think would be a little different from 
what we have here although there is 
evidence in the white count that 
some increase in the white cells js 
present. Tuberculosis of the medi- 
astinal area can account for the 
enlargement and compression pic- 
ture. Whether the tuberculosis 
would be primary or secondary to 
the disease in the lung is question- 
able. Other infections can involve 
the mediastinum, but I doubt if 
this is an infectious process. 

Cystic changes involving either 
the thymus, esophagus or bronchus 
probably would not cause enough 
damage to produce the terminal 
event here. We can pretty well dis- 
count the influence of cysts. 


Lymphoma 


This brings us to the question of 
neoplasms in this area. Involve- 
ment of the mediastinum can be of 
two forms: 1) primary involvement 
of the glands or, 2) metastatic in- 
volvement from the adjacent lung or 
other parts of the body. Primary 
enlargement of lymph nodes can be 
seen. The lymph nodes drain the 
lung and pleura so that any infec- 
tion in the parenchyma or other 
parts of the chest will cause enlarge- 
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ment of the hilar lymph nodes. This 
type of involvement is probably not 
the case here because of the changes 
that occurred subsequently. In- 
volvement of the mediastinal lymph 
nodes by two major conditions has 
to be considered. The first is that 
of the lymphoma group, including 
Hodgkins disease, lymphosarcoma, 
and conceivably, lymphatic leuke- 
mia. Hodgkins disease is a systemic 
disease in which there is involve- 
ment of many organs, the pulmo- 
nary manifestations being just part 
of the systemic involvement. It is a 
chronic illness with cachexia and 
decrease in vitality of the patient 
over a period of time; one might 
think that in spite of the absence 
of generalized lymphadenopathy in 
this case that some form of lym- 
phoma should be considered. Cer- 
tainly, if the lymphoma gets large 
enough and produces compression 
we can have the picture as seen 
here. Something is apparently ob- 
structing the left main bronchus. 
Is this primarily in the bronchus, is 
there an extension from the medi- 
astinal region into the bronchus 
such as from an enlarged lymph 
node rupturing into the bronchus, 
or is there an external mass? Are 
the changes that produce the ate- 
lectasis in the left lung, (I assume 
it is atelectasis rather than fluid) 
due to retrograde invasion of the 
lung tissue as can occur in Hodgkins 
or is this all just compression? 
Bronchogenic carcinoma would seem 
to be a very likely possibility here 
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if one assumes that the mass seen 
in the left main bronchus is a tumor, 
bronchogenic in origin. This could 
produce atelectasis of the lung with 
the changes also aggravated by ex- 
tension of the carcinoma into the 
lymph nodes lining the mediasti- 
num. These can attain a large size 
and could cause the compression 
picture as seen here. Are the phys- 
ical signs typical of atelectasis or 
fluid? The fact that fluid was con- 
sidered is evidenced by the tap 
and if fluid were present one would 
expect to see fluid gotten on the 
thoracentesis. Perhaps the needle 
was introduced too low. It was in- 
troduced in the seventh anterior in- 
terspace in the anterior axillary 
line. This is at the level where the 
pleural reflection is and conceivably 
in a normal patient one would ex- 
pect to get fluid if it were present. 
But if we have atelectasis with ele- 
vation of the diaphragm, it may be 
that the needle was introduced much 
too low, particularly if the patient 
were sitting down as this tends to 
cause the abdominal contents to 
push up on and elevate the dia- 
phragm. I am not certain that we © 
have or do not have fluid. The phys- 
ical signs suggest atelectasis rather 
than fluid. 

Are we therefore dealing’ with a 
bronchogenic carcinoma which has 
extended into the mediastinum and 
enlarged to cause atelectasis by ob- 
struction of the main stem bronchus 
or are we dealing with a lymphoma? 
If the latter, in a man of this age, 
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it would be a lymphosarcoma rather 
than the Hodgkins which is gener- 
ally seen in younger people. The 
absence of peripheral adenopathy 
would make the lymphoma group 
less likely. 

What caused the death of the 
patient ? 
emphysema, did he go into terminal 
heart failure with failure of the 
right side producing an enlarged 
liver? This would not explain the 
enlarged spleen. There is no history 
of edema of the ankles or of venous 
distention to account for a circula- 
tory death on this basis. What ac- 
tually the death of the 
patient is hard to say. Presumably. 
there is respiratory insufficiency. In 
a patient who has emphysema, 
whose left lung is entirely knocked 
out, and there is compression and 
stenosis perhaps of the trachea— 
this in itself is enough to cause res- 
piratory insufficiency, probably with 
some circulatory collapse. In sum- 
mary, I would think that the evi- 
dence points first to a carcinoma. 
either primary in the lung or sec- 
ondary to some organ elsewhere. 
and secondly, to one of the lym- 
phoma groups, probably lymphosar- 
coma, with the terminal episode 
probably being related to the em- 
physema and circulatory and res- 
piratory insufficiency. 

Dr. Seligson: We have some ab- 
normality in the laboratory tests; it 
would be nice to integrate them into 
a pattern that would be meaningful. 
We have anemia, leukocytosis with 


If this patient has true 


caused 
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some shift to the left, some pro- 
teinuria, an elevation of the BUN. 
and an elevated fasting blood sugar. 
These would be difficult to interpret 
on the basis of each individual or- 
gan. I think that what this really 
tells us is that we have a wasting 
neoplastic disease. I will tell you 
why I came to this conclusion. We 
have no evidence that this man is 
diabetic and no reason why he 
should have an elevated glucose of 
136 mgm.% We see this once in 
a while in a patient who is wasting 
rapidly. Now, this in a sense is a 
wasting of protein tissues and con- 
version of these tissues ultimately to 
glucose. I don’t think that we have 
any reason to consider diabetes. We 
might consider this as a reflection 
of the degree and rate of wasting 
that this man has. The elevation of 
BUN also goes along with this con- 
cept. If he is wasting tissue pro- 
tein rapidly, even with a normal 
kidney, he might have a little more 
than normal amount of BUN. The 
slight amount of proteinuria per- 
haps suggests the same phenomena. 
This may. however, be a reflection 
of some damage to the kidney. The 
anemia would go with a disease 
process in which there is wasting 
and the leukocytosis may reflect this 
kind of wasting. All I can say 
about this chemistry is that it points 
to what has been discussed by Dr. 
Theodos. 

Dr. Ostrum: On the examination 
made in January 1954, the heart and 
trachea are displaced to the right. 
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There is a density covering the en- 
tire left lung. The diaphragm is 


not depressed much, but more 
straightened in the mid_ portion. 
The opposite lung is emphyse- 


We have a very interesting 
finding on the right side that may 
help us a lot. In the upper por- 
tion of the lung, there is a circum- 
scribed density about 3 or 4 cm. in 
diameter. 

is a mass. 


matous. 


It is not the aorta; it 

Now, is this fluid? 
Fluid could give us this picture. Is 
this a huge mass displacing the 
heart? Is this a picture of tumor 
mass, fluid, an atelectasis? 

This film was taken about one 
week later showing displacement of 
the trachea, esophagus and again 
the diaphragm is not depressed 
much. 

So, we have here two examina- 
tions of the chest indicating a 
heart that is very much displaced 
to the opposite side by a space 
taking mass in this region. 


Malignancy 

Now, I would lean more toward 
malignancy from this standpoint. 
This density to me is very important. 
It indicates a tumor mass. Any 
tumor mass could cause compression 
of the bronchus with atelectasis. 
Aneurysm can do it as well as other 
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But with the mass in the 
right lung, I would consider this 
primarily a large tumor mass oc- 
cupying the left chest with fluid 
and the tumor mass being large 
enough to displace the heart and 
mediastinal structures to the oppo- 
site side. 

Dr. Aronson: CHIEF DISEASE: 
Oat Cell Carcinoma. 

At autopsy, the left lung weighed 
3270 gms. The pulmonary paren- 
chyma was compressed to a 1 cm. 
plaque again at the thoracic wall. 
and the rest of the lung was com- 
pletely replaced by this hard tumor 
mass which was an oat cell car- 
cinoma with large areas of necrosis 
in it. The right lung was normal 
grossly, and microscopically showed 
only some slight congestion. The 
heart shows left ventricular hyper- 
trophy. There were tumor nodule 
infiltrations of the myocardium and 
the left ventricle. There was also a 
carcinomatous permiation of the 
pericardial lymphatics. There were 
enlarged mediastinal and mesenteric 
nodes which showed the microscopic 
picture of Oat Cell Carcinoma. 
There were nodules of carcinoma in, 
the liver and spleen. The spleen 
weighed 700 gms. There were also 
Oat Cell carcinoma in the adrenals. 
The other organs showed cangestion. 


tumors. 
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P General Hospital has 
its origin in the Philadelphia Alms- 
house which was founded in 1729. 
This leads the hospital to claim the 
title of the “nation’s first hospital.” 

PGH is composed of two divi- 
sions, the 2029-bed Blockley Divi- 
sion, in West Philadelphia, and the 
530-bed Northern Division, in North 
Philadelphia. Blockley treats med- 
ical, surgical, tuberculosis, obstet- 
rical, gynecological, pediatric, psy- 
chiatric and neurological patients. 
Northern furnishes care for con- 
tagious diseases, and also for pedi- 
atric, obstetrical, gynecological and 
tuberculous patients. 

Most Blockley buildings date 
from the 1925-1934 period. Those 
at Northern were built in 1909. 


Examples of Philadelphia Gen- 
eral Hospital’s $27 million expan- 
sion program appear in this aerial 
view. The $7.5 million, nine-story 
Mills building, which opened in 
1951, appears in the foreground. 
The new $3.5 million, five-story 
Food Service building and library, 
also of cream-colored brick, is to 
the left of center. In the extreme 
upper left are buildings of the 
University of Pennsylvania whose 
graduate and undergraduate medi- 
cal schools are closely affiliated 
with the hospital. 
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INJECTION 


Saves Time, Money, Workload’*’’ 


e Aseptic, ready to use, easy to use 
e No hidden-cost routine—no sterilization, no needle-sharpen- 
ing, no dose preparation, no syringe breakage, no unused 
medication 
e Presterilized needle, prefilled cartridge 
e New needle for every injection—minimizes pain, eliminates 
wasteful procedures 
e Reduced risk of infectious hepatitis 
e Reduced risk to personnel of contact sensitization 


TUBEX brings the full advan- R.C., ant R.: 

osp. Managemen : Ov.- 
lages of the closed-system tech- Hunter, J.A., et al: 
hique to hospital, office, or home. Hosp. Management 81 :82 (March) 
For demonstration and literature, 1956. 3. Hunter, J.A., et al.: Hosp. 


> see your Wyeth representative. Management 81:80 (April) 1956. 
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The Osler Me- 
morial building 
where Sir William 
Osler lectured as 
he performed his 
famous autopsies. 
To accommodate 
the large numbers 
who wished to 
observe, a_ large 
opening was made 
above the dissec- 
tion table between 
the first and sec- 
ond floors. 


Blockley is the center of most terns rotate there for at least sev- 
resident and intern activity, and eral weeks. 
contains on its grounds the Doctors 
Home. Some resident services are Modern plan 
at Northern, however; and all in- At Blockley, the $7,500,000, 700-bed 


Sir William Osler’s students of the 1880's and dieners in the 
Dissection Room of the Old Post building, P.G.H. grounds. 
The building is now preserved as the Osler Memorial building. 
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The brand new 
$1.5 million 
P.G.H. Maternity 
building annex is 
equipped with air 
conditioned labor, 
delivery rooms. 


Mills Building is a model of modern 
hospital planning. Newly opened in 
1951, it houses both medical and 
neurological services. 

The five-story, $3,500,000 Food 
Service Building at Blockley opened 
in March 1954. It has been cited 
for an award by Institutions maga- 
zine, a leading journal in its field, 


The thoroughly 
modern Charles 
K. Mills building 
is named in honor 
of the prominent 
Philadelphia neu- 
rologist who was 
a staff member at 
Philadelphia Gen- 
eral Hospital. 


for “superlative achievement in han- 
dling, preparing and serving food.” 

Other recent Blockley improve- 
ments include a $1,500,000 structure 
comprising a Maternity Wing on 
its second floor and Central Sterile 
Supply on the first. Also recent 
are a renovated out-patient depart- 
ment; and eleven new explosion- 
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proof operating rooms furnished 
with new equipment. 
Currently under construction are 


a new x-ray department and new 
laboratories. 

At Northern, a four-story 57-bed 
Maternity Department opened in 
August 1953. Additional improve- 
ments include a new 36-bed tuber- 
culosis wing. 


Osler Memorial 

At the rear of the grounds of the 
Philadelphia General Hospital’s 
Blockley Division stands a squarish, 
red-brick, two-story structure dating 
from the Civil War era. This is the 
Osler Memorial Building. 

In it, Sir William Osler “Old 
Blockley’s” most famous son, per- 
formed the autopsies and gave the 
lectures which marked him as one 


One of two spacious, airy cafeterias 
in the Food Service building. 
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The library, which occupies the en- 
tire fifth floor of the Food Service 
building, contains some 5,000 texts, 
and subscribes to 180 medical peri- 
odicals. 


of medicine’s “greats.” The teach- 
ing methods he introduced helped 
work a revolution in the training of 
medical men. 

But both before Osler and since 
his days, the municipally-owned in- 
stitution has had an_ international 
reputation as a major treatment and 
training center. 


Most promising 

Consequently competition tradi- 
tionally is keen for PGH’s 95 resi- 
dencies and 108 intern posts. Dur- 
ing 1955, 344 young medical men 
applied for residencies, and 635 for 
internships. 

Naturally the intern and resident 
selection committees chose those 
whom they felt were among the 
most promising. 


Attractions 
What are PGH’s attractions? With 


Resident Physician 


bil 


—= 
4 
ong 
a 
( 
d 
q 
= I 
( 
et 
i 
¥ 
| 
aT a) at 
= 
) 


ince 
in- 
onal 
and 


radi- 
resi- 
Dur- 
men 
for 


ident 


those 
the 


With 


sician 


New Clinic 
The only municipally-supported clinic 
for psychiatric care of juveniles in the 
Philadelphia area has been in operation 
at the Philadelphia General Hospital 
since September. 


Because of a limited staff, only 
youngsters deemed likely to respond to 
treatment are accepted. They are 


treated by the clinic’s director, Dr. A. 
F. Bonan and by psychiatric resident 
physicians. 

The Children’s and Adolescents’ 
Clinic has a long waiting list of chil- 
dren who have been interviewed and re- 
quire psychiatric help. More than 400 
parents have sought help for their chil- 
dren since the inception of the Clinic, 
but due to limited facilities, only 35 
juveniles, 18 years or younger, have 
been accepted for treatment thus far. 

The Clinic interviews youngsters re- 
ferred to it by parents as well as school 
systems, courts, youth study centers and 
other departments at Philadelphia Gen- 
eral Hospital. Full-time staff members 
include a psychologist who administers 
tests, and two psychiatric social workers 
who interview for admission. 


Below, two residents recreate in the 
billiard room in the Doctors’ Home. 


Living quarters in the Doctors’ 
Home at Philadelphia General Hosp. 


little doubt, its chief assets include 
its large number of patients, some 
75,000 receive in- or out-patient care 
yearly. Nearly every ailment suf- 
fered by North American inhabit- 
ants appears among them. 

Moreover, all are ward patients 
and therefore available for teaching 
purposes. 

A significant breakdown of the 
figures shows the in-patient daily 
census to be about 2,000. Some 
240,000 out-patient visits are made 
to PGH clinics yearly. Physicians 
in the Receiving Ward see about 
250 patients daily. 


Medical staff 
Another asset is the medical staff of 
550 visiting chiefs. Most of these 
men and women are faculty mem- 
bers locally at Jefferson Medical 
College, Women’s Medical College. 
Hahnemann Medical College, Uni- 
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versity of Pennsylvania Medical 
School, Temple University Medical 
School, or the Graduate School of 
the University of Pennsylvania. 
Direction of nearly all depart- 
ments at Philadelphia General is in 
their hands. Certain departments, 
however, have full-time chiefs. 
Presence of these men and the 
select group of interns and residents 
creates an intellectual climate in 
which eclecticism predominates: 
perhaps every major diagnostic and 
therapeutic approach is represented. 


Lectures, libraries 


To supplement intramural stimula- 
tion, the resident has available 
numerous lectures sponsored during yy. alfred C. LaBoccetta, medical 
the academic season by the medical director at Northern Division, ex- 

amines a child recovering from 


‘ 

{ 

polio. Northern is the major polio ' 
center in the Philadelphia area. ; 

é 


Above: Dr. Joseph J. Rupp, endocrinologist at the Jefferson Hospital, is 
guest lecturer at a Mills building conference for interns and residents. 
72 Resident Physician 


4 

j 
I 

\ 

‘ 


one cycle regimen 


Vaginal trichomoniasis: 
lasting cure for 93.8% 


Within 72 hours, local irritation no 
longer troubled this patient. 


@ in Schwartz’ clinical study of 48 
active cases, 93.8% were symptom- 
free in 3 days; 97.9% showed no 
motile trichomonads on smear in 7 
days; 93.8% had no recurrence 1 to 
$3 months after treatment through 
1 menstrual cycle* 


e advantages: contains a specific 
trichomonacidal nitrofuran. Kills 
many secondary invaders but per- 
mits essential Déderlein’s bacillus 
to exist. Effective in blood, pus 
and vaginal debris 


e office treatment: insufflate Tri- 
corurON Vaginal Powder twice the 
first week, once a week thereafter 


e home treatment: first week—pa- 
tient inserts one TricoruRON Vagi- 
nal Suppository each morning and 
one at bedtime. Thereafter: one a 
day—a second if needed—to main- 
tain trichomonacidal action 

*Schwartz, J.: Obst. Gyn. N. Y. 7:312, 1956. 


EATON LABORATORIES 
Norwich New York 


NITROFURANS 
a new class of antimicrobials 
neither antibiotics nor sulfonamides 
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VAGINAL SUPPOSITORIES AND POWDER 


Suppositories: 0.25% Furoxone® (brand of 
furazolidone) in a water-miscible base of 
Carbowax and 20 dendro palmitic acid. 
Sealed in green foil, box of 12. 

Powder: 0.1% Furoxone in an acidic powder 
base of lactose, dextrose, citric acid and a 
silicate. Bottle of 30 Gm. 
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schools, the College of Physicians, 
the Philadelphia County Medical 
Society, and many other groups in 
the Philadelphia area. 

In addition, the City has many 
fine libraries. On hospital grounds 
there Is a brand new, lounge-type 
library containing 5,000 texts and 
bound volumes of some 180 medical 
journals. 

Immediately behind the hospital 
is the’ University of Pennsylvania 
with its general and_ technical 
libraries. Also close by are the 


Free Library of Philadelphia and 


the Library of the College of Physi- 
cians. 


Society 


The Blockley Research Society is 
one of several social and _profes- 
sional hospital organizations for in- 
terns and residents. It functions to 
stimulate research by holding regu- 
lar meetings at which papers are 
read and discussed. 


Recreation 


For recreation, the PGH house staff 
has all the advantages a metropoli- 


Surgeons at work in one of eleven new Philadelphia General Hospital 
operating rooms. These rooms are explosion-proof and air-conditioned. 
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more tissue oxygen 
improved muscle metabolism 


pain reliet 
rapid - sustained 


Write for samples and literature 
arlington-funk laborat 
division af U.S. Vitamin Corporation 
250 East 43rd Street, New York 17 
Mark 


re 
walk longer A er, in more ‘¢o 
vasodilator activity 
and an adequate diabetic vascular disease oe 
increase in 
cardiac output’? Raynaud’s disease 
“safe vasodilative 
agent of minimal ischemic ulcers ‘ 
vessels in distressed muscles, of nylidrin hioride 
_relaxes-spasm, increases both 6 mg. 
: 3 flow. - to send more Li: Angiology 6:52, 5. 
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tan center can offer: center city 
theaters and restaurants are ten 
minutes away by fast subway trans- 
portation. 

The number of residencies at 
PGH varies somewhat each year. 
Ninety-four are paid for by the City, 
and are constant. Another five to 


ten are available depending upon 
grants from the Federal govern. 
ment and private industry. 


Stipend, authority 

All residencies, other than 
monary and psychiatric, pay sti- 
pends of $1348 annually, and in. 


PHILADELPHIA GENERAL HOSPITAL RESIDENCIES 


FIRST YEAR TOTAL PROGRAM 

RESI- RESI- LENGTH STIPEND 

SPECIALTY DENCIES DENCIES (YEARS) (YEARLY) 
Anesthesiology 3 6 2 $1348 
Cardiovascular Diseases 3 3 1 $1348 
Contagious Diseases 2 2 1 $1348 
Dermatology and Syphilology 1 1 1 $1348 
Internal Medicine 6 19 3 $1348 
Neurology 2 6 3 $1348 
Neurological Surgery (approval pending) $1348 
Obstetrics and Gynecology 3 9 3 $1348 
Ophthalmology 1 2 2 $1348 
Oral Surgery 1 P 2 $1348 
Orthopedic Surgery 2 6 3 $1348 


Otolaryngology (affiliating service of the 
University of Pennsylvania) 

Pathology 2 5 4 $1348 
Pediatrics 4 8 2 $1348 
Physical Medicine and 

Rehabilitation 1 2 2 $1348 
Pulmonary Diseases 2 2 1 $4250 
Psychiatry 4 8 3 $4500-$6000 
Radiology 4 12 3 $1348 
Surgery 3 8 3 $1348 
Thoracic Surgery 2 2 1 $1348 
Urology 2 6 3 $1348 


Complete maintenance is provided for all residents 
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DIAMOX is an inhibitor of the enzyme carbonic anhy- 
drase; it is not a mercurial or xanthine derivative. It 
causes prompt, ample diuresis, but its effect lasts only 
six to twelve hours. As a result, the patient taking 
DIAMOX in the morning is assured a normal, uninter- 
rupted night's rest. 


Non-toxic DIAMOX is not toxic, nor does it accumulate in the body, 

: and patients are slow to develop a tolerance for it. This . 
Non-mercurial remarkable drug is therefore well-suited to long-term 
. treatment. Dosage is simple and convenient: one tablet 
Simple, oral dosage taken orally, each or every other morning. 


Indications: cardiac edema, premenstrual tension, acute 
glaucoma, epilepsy, obesity, and the toxemia and edema 
of pregnancy. 

NOW THE MOST WIDELY PRESCRIBED ORAL DIURETIC! 


Tablets of 250 mg. (also in ampuls of 500 mg. for par- 
enteral use when oral ingestion is impractical.) 


LEDERLE LABORATORIES DIVISION asenscaw crawamip company PEARL RIVER, N. Y. 
PAT. OFF. 
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clude room and board. Pulmonary 
residents receive $4200, while psy- 
chiatric men make $4500 to $6000 
depending upon their status in the 
three-year program. 

Responsibility for residents is 
graduated, second and_ third-year 
men exercising senior authority. 

As an intern or resident you are 
given opportunity to _ participate 
fully in caring for patients. Super- 
vision by chiefs aim to assist rather 
than to supersede. 

Every effort is made to accord in- 
terns and residents full professional 
recognition. 


The X-ray Depart- 
ment presently is 
undergoing mod- 
ernization and ex- 
pansion which 
will increase its 
size fourfold. 


Quarters 

As an intern or resident, you may 
live off hospital grounds but must 
remain in the hospital when on call 
at night. An intern receives one 
week’s vacation; a_ resident. two 
weeks. 

If you’re married, you'll have to 
live off hospital grounds, since there 
are no quarters for couples at the 
hospital. However, Blockley 
located in a residential neighbor- 
hood and the Office of Medical Ed- 
ucation keeps a list of nearby apart- 
ments and rooms available at mod- 
erate rentals. 
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NOW AVAILABLE.... 


anew unique antibiotic 
PROVED EFFECTIVE 

AGAINST SPECIFIC 

ORGANISMS (staphylococei and proteus) 
RESISTANT TO ALL OTHER 


ANTIMICROBIAL AGENTS 
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CATHOMYCIN 


(Crystalline Sodium Novobiocin, Merck) SODIUM 


REFERENCES: 


ODAY’s resistant pathogens are the tough survivors of 
‘Ee dozen widely used antibiotics. Certain organisms, 
notably Staphylococcus aureus* and susceptible strains of 
Proteus vulgaris produce infections which have been re- 
sistant to a// clinically useful antibiotics. 

To augment your armamentarium against these resistant 
infections, ‘CarHomycin’ (Novobiocin, Merck), derived 
from an organism recently discovered and isolated in the 
Merck Sharp & Dohme Research Laboratories!, is now 
available. 

SPECTRUM —‘Caruomycin’!.2.3.5.6 has also been shown 
to be active against other organisms oe -D. pneu- 
moniae, N. intracellularis, S. pyogenes, 8. viridans and H. 
pertussis, but clinical evidence must be further evaluated 
before ‘CarHomycin’ can be recommended for these patho- 
gens. 

ACTION—‘CatHomycin’ in optimum concentration is bac- 
tericidal. Cross-resistance with other antibiotics has not 
been observed.? 

TOLERANCE—‘Catnuomycin’ is generally well tolerated by 
patients,5- 6.8, 9, 10, 11 

ABSORPTION—‘Cartuomycin’ is readily absorbed 5-69 and 
oral dosage produces significant blood and tissue levels 
which persist for at least 12 hours.7 


INDICATIONS: Clinically ‘CarnHomycin’ has proved effective 
for cellulitis, carbuncles, skin abscesses, wounds, felons, 
paronychiae, varicose ulcer, pyogenic dermatoses, septi- 
cemia, bacteremia, pneumonia and enteritis due to Staphy- 
lococcus and infections caused by susceptible strains of 
Proteus culgaris.6-7.8.9.10, 11, 12, 13,14 Also, it is of particular 
value as an adjunct in surgery since staphylococcic infec- 
tions seem prone to complicate post-operative courses. 
SUPPLIED: ‘CarHomycin’ Sodium (Crystalline Sodium 
Novobiocin, Merck) in capsules of 250 mg., bottles of 16. 
‘CATHOMYCIN’ is a trademark of Merck & Co., Inc. 


1. Wallick, H., Harris, D.A., Reagan, M.A., Ruger, M., and Woodruff, 
1.B., Antibiotics Annual, 1955-1956, New York, Medical Encyclopedia, 
Inc., 1956, pe. 909. 

2. Frost, B.M., Vahant, M.E., McClelland, L., Solotorovsky, M., and 
Cuckler, A.C., Antibiotics Annual, 1955-1956, pe. 918 

3. Verwey, W.F., Miller, A.K., and West, M.K., Antibiotics Annual, 
1955-1956, pg. 924. 

4. Kempe, C.H., Calif. Med., 84:242, April 1956. 

5. Simon, H.J., McCune, R.M., Dineen, P.A.P., Rogers, D.E., Antib. 
Ved., 2:205, April 1956 


6. Lubash, G., Van Der Meulen, J., Berntsen, C., Jr., Tompsett, R., 
Antib. Med., 2:233, April 1956. 

7. Lin, K.-E., Coriell, L.L., Antib. Med., 2-268, April 1956. 

8. Limson, B.M., Romansky, N.J., Antib. Med., 2:277, April 1956. 

9. Morton, R.F., Prigot, A., Maynard, A. de L., Antib. Med., 2-282, 
April 1956. 

10. Nichols, R.L., Finland, M., Antib. Med., 2:241, April 1956. 

11. Mullins, J.F., Wilson, C.J., Antib. Med., 2:201, April 1956. 

12. David, N.A., Burgner, P.R., Antib. Med., 2:219, April 1956. 

13. Marton, W.J., Heilman, F.R., Nichols, D.R., Wellman, W.E., and 
Geraci, J.E., Antib. Med., 2:258, April 1956, 

14. Milberg, M.B., Schwartz, R.D., Silverstein, J.N., Antib. Med., 
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This month’s panel 


DR. LLOYD: A woman graduate of a Canadian medical school, 
she took her internship at a Canadian hospital and has since 
served two years of a pediatric residency in a suburban community 
hospital in the U.S. 

DR. HIRSCH: A graduate of a Canadian medical school. he served 
his internship in Canada. He has since taken his training in New 
York, and at present is senior resident in orthopedic surgery in a 
New York City voluntary hospital. 

DR. GRUEN: A graduate of an eastern medical school, he took 
his internship in a New York municipal hospital. After serving 
two years in the army, he is now in his last year of medical resi- 
dency at a suburban community hospital in New York State. 
DR. KRILES: A graduate of a midwestern medical school, he 
took his internship in a university hospital in the midwest. After 
two years in the air force, he took pediatric training at a well 
known medical center in the northeast. He is now in private 
practice in an eastern suburb. 

DR. BARNES: A graduate of a southwestern medical school, he 
served two years in the army after completing an internship in a 
New York university hospital. He is as at present the chief resident 
in medicine in a voluntary hospital in New York City. 

DR. PHILLIPS: A graduate of a southwestern medical school, he 
took a year of internship and residency in obstetrics at a university 
hospital. He then served in the air force, and has since completed 
his obstetrical training at a midwestern voluntary hospital. He is 
now in private practice in a northern suburb. Jul 
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Resident 
Roundtable 


How would you select a community for your private 
practice? The panel agrees on the basic factors but 
as to the best way to get established, that’s a point 
on which no agreement could be found. Incidentally, 
if your opinion is not expressed below, drop us a line 
on the subject and we’ll see it gets an airing among 
residents around the country. 


MODERATOR: What factors do you consider important when 
chosing a location for a practice? 


DR. GRUEN: Certainly, whether the area can use a man in my 
specialty is important; the population present and future, must 
be measured against the number of specialties in the area. My 
decision would be influenced by the nature of the community and 
whether I would be content to spend the rest of my life in that 
area and bring up my family there. 


MODERATOR: On your first point, doctor, how would you know 
whether or not a physician in your particular specialty was 
needed? How can this be determined? 


DR. GRUEN: Well, as you know, I’m not in practice now — so 
what I say is based on my own experience. Up to now, I have 
been a resident in the community hospital for a year. This «time 
in the local hospital enables me to meet practically all of the 
practising physicians in the area as well as a large number of the 
people who live here. Therefore, I chose my location tentatively, 
then became a resident here in a hospital where I met the doctors 
informally and professionally. I also am able to learn about the 
people who live here and get to feel at home. _—_ 
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MODERATOR: Do you think your year proving profitable? 
DR. GRUEN: Definitely. 


MODERATOR: Do you think other residents could follow a 
similar plant to advantage? 


DR. GRUEN: I certainly do. I think a year, preferably the last 
year of residency training, should be spent in the community in 
which, or near which you hope to establish a practice. That’s what 
I am doing and I certainly recommend it to others. 


DR. PHILLIPS: I would like to make a comment at this point. 
In a specialty such as medicine you can go elsewhere to get your 
last year’s training. You can’t do that with surgery. In the surgi- 
cal specialties you find that the final year is when you do all the 
work. You can’t give this year up to go from one place to the 
other . . . even if, in theory, it would be ideal to be able to decide 
long in advance where you would like to establish and take your 
entire residency in that area. 


MODERATOR: Do you think it is possible for the surgeon-to-be 
to find a good residency in any area? 


DR. HIRSCH: In a surgical specialty, with or without a pyramidal 
system, it is necessary to become qualified by progressing along a 
certain standard of residency training, it is not always possible, 
or not always available that one can continue part of this training 
in the community in which he wishes to settle. 


DR. BARNES: I think this is one of the most important things to 
consider in surgical training. I was faced with the problem myself 
—the problem of whether I should take an additional year of 
formal training although already board qualified, or go out into 
practice. The third choice was to go to the place where I thought 
I would like to locate and take a job in a so-called community 
hospital. It depends, if there is a good community hospital in 
the area, fine. However, in a lot of communities, all you’re doing is 
wasting a year, that is, medically, in order to make connections. 


MODERATOR: Is it a complete waste? 
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DR. BARNES: Well, educationally, yes. 
MODERATOR: But, practically? 


DR. BARNES: Well, practically, I have been advised that this is 
often a waste, too. Remember some hospitals give no special prior- 
ity to their own residents for affiliation when entering private 
practice. 


MODERATOR: What alternative method of locating your area 
would you suggest? 


DR. HIRSCH: One can consult the medical journal advertise- 
ments, but it’s probably better to consult the director of your 
training first. He is often acquainted with many of the areas 
requiring surgeons. 


MODERATOR: Would this help the doctor wishing to join a 
group practice? 


DR. HIRSCH: The same applies. However, one should talk with 
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Tetracycline Lederle 
in the treatment of 


infections in surgery 


The prevention and control of cellulitis, 
abscess formation, and generalized sepsis 
has become commonplace technique in sur- 
gery since ACHROMYCIN has been available. 
Leading investigators have documented 
such findings in the literature. 


ror example, Albertson and Trout’ have 
reported successful results with tetracycline 
(ACHROMYCIN) in diverticulitis, gangrene of 
the gall bladder, tubo-ovarian abscess, and 
retropharyngeal abscess. Prigot’ and his 
associates used tetracycline in success- 
fully treating patients with subcutaneous 
abscesses, cellulitis, carbuncles, infected 
lacerations, and other conditions. 


As a prophylactic and as a therapeutic, 
ACHROMYCIN has shown its great worth to 
surgeons, as well as to internists, obstetri- 
cians, and physicians in every branch of 
medicine. This modern antibiotic offers 


rapid diffusion and penetration, quick de- 
velopment of effective blood levels, prompt 
control over a wide range of organisms, 
minimal side effects. There are 21 dosage 
forms to suit every need, every patient, 
including 


ACHROMYCIN SF 


ACHROMYCIN with Stress FORMULA VITA- 
MINS. Broad-range antibiotic action to fight 
infection; important vitamins to help speed 
normal recovery. In dry-filled sealed cap- 
sules for rapid and complete absorption, 
elimination of aftertaste. 


| sealed copsules 


1Albertson, H. A. and Trout, H. H., Jr.: Antibiotics 
Annual 1954-55, Medical Encyclopedia, Inc., New 
York, N.Y., 1955, pp. 599-602. 


*Prigot, A.; Whitaker, J. C.; Shidlovsky, B. A., and 
Marmell, M.: ibid, pp. 603-607. 
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the manager of the group or the man starting the group. The talk 
should be personal and in detail. 


MODERATOR: This business of going on a trip to look over a 
situation, doesn’t this present problems of time and money? 


DR. GRUEN: Yes, but there is no better way to do it. No amount 
of letters will substitute. 


DR. BARNES: If the group is large enough, funds are sometimes 
set aside. The group will transport you and even your wife to 
the area; your wife because they realize that if your wife doesn’t 
like the area, you may not even consider it seriously. And for a 
week they will show you around the area and invite you to stay 
for a time to look the area over. Some will even invite you to 
stay in their own homes so that you can meet a number of people 
in and out of the profession., 


MODERATOR: Dr. Lloyd, so that we get a woman physician’s 
point of view, what special factors would you consider important 
in selecting an area for practice? 


DR. LLOYD: Well, I think you have to be in a place where there 
is a good school system, where you can send the children to school 
to be educated properly. Another thing, speaking of what Dr. 
Gruen said, I came out here because a lot of people in the city 
recommended this as an excellent place, a growing community 
needing pediatricians. So I came here thinking I would first work 
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as a resident to pave the way for hospital affiliation. But now 
there are so many pediatricians in the area that after I have spent 
my year out here, I wonder where I'll find room to practice! I 
think before you take a year of residency with this in mind you 
must also remember that time doesn’t stand still. 


MODERATOR: You mean the year you spent in your residency 
could find the area changing and you’d be too late? 


DR. PHILLIPS: I don’t agree. Conditions can’t change so 
drastically in such a very short time. Before I opened, I was 
considering going out to P... I started looking, nine or ten 
months in advance. Two months after I started looking another 
doctor opened up there. But the community had grown con- 
siderably, too. He was needed. And I think there is room for 
another OB man, too. 


DR. GRUEN: True, conditions change from day to day. But it’s 
important to see the trend, not only the moment at hand. Though 
Dr. Lloyd said that during her two years many pediatricians have 
come into the area, still and all there must be a need, since the 
waiting list for affiliation with the hospital continued to get longer. 
Only one out of three managed to get affiliated. But no matter 
how few men in your particular specialty can get an affiliation, 
the resident who trained here often gets a staff appointment auto- 
matically and has a hospital to which he can send his patients. 
That’s a prime consideration. 


DR. LLOYD: That should be one of the first considerations: can 
you get an affiliation with the hospital? Because in surgery at 
least, if you can’t, you might as well not open a practice. 


DR. PHILLIPS: That is certainly a fact. My residency was taken 
outside the area in which I finally established. There are a number 
of good hospitals in my practice area. I have tried to get on the 
staff of quite a few and, so far, I have met with a notable lack 
of success. And an OB man can’t practice without a hospital. 


MODERATOR: How long has that been going on? 


DR. PHILLIPS: About four months. 
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MODERATOR: And yet, you are fully qualified? 


DR. PHILLIPS: I am board qualified. I saw the chief at this 
hospital in advance of setting up my practice. I couldn’t get a 
definite answer, in advance. They will not make any statement 
till you are open. And after you are open they are not very 
encouraging. 


DR. GRUEN: Well, I think this is an important item to stress. A 
person, going back to my original premise, who takes the last year 
of his residency in a community hospital, with few exceptions 
can get a staff appointment. I know and you know men in the 
same specialty as you or myself who have opened in this area, 
but have not the hospital affiliation. They will suffer while waiting. 
However, many fellows in my specialty open up, whether in my 
block or my neighborhood, word will get around that I have 
hospital affiliation. That isn’t going to hurt. It seems that this 
boils down to a compromise. Either you are going to accept a 
position where you want to go or one where you are needed. 
And it is only a very fortunate minority who end up in a place 
they want to go and where they are needed, too. 


DR. BARNES: It seems to me we are pointing out that most com- 
munities will maintain a closed shop. It is very unfortunate for 
the physician who moves to an area in which he desires to live 
and then meets the stonewall of the closed shop in the local hos- 
pital. Well, this is a bad situation. I don’t know if this is perti- 
nent to the discussion, but I think hospitals around the country 
must make some kind of a compromise. If not, the problem will 
continue to grow—and I think medical practice suffers by it. You 
will find a lot of people who are in and want to remain in, and 
they do this by keeping those who are out, out. This is what is 
being practiced in this community and the various new commu- 
nities springing up with their various small hospitals. I know 
it is even worse in the small towns in other states. 


MODERATOR: Do you agree with that, Dr. Lloyd? 
DR. LLOYD: I agree with that. Something should be done. In 


fact one reason I decided on pediatrics was that I liked the place 
where I interned and wanted to practice and live there. But, I 


July 1956, Vol. 2, No. 7 


91 


| 
| 
| 
| 
5 
; 
i 
n | 
t 
| 
| | 
| 
| 
| 
| | 


couldn’t go into anesthesia, as I’d wanted. There was no board 
anesthetist in the hospital and they wouldn’t permit one to come 
in. There were board pediatricians and board OB men; I had the 
choice of taking either one to get into that hospital and becoming 
a board qualified physician. There was only one board surgeon 
and he had more trouble than any general practitioner in the area 
in getting on the staff of that hospital. 


MODERATOR: This problem of a “closed shop”, do you think 
this is a problem of recent origin, or one which is simply growing 
more difficult to cope with? 


DR. BARNES: I think it’s growing in importance because of the 
greater number of younger men who are coming into the special- 
ties. It’s even becoming a tug-of-war between the GP and the 
specialist for control of the hospital and control of the com- 
munity practice. I know of a recent case, a friend of mine, now 
board qualified. He went to Connecticut, a small town. He wanted 
to become affiliated with the hospital in the town and did exactly 
what Dr. Phillips suggested. He went to the director of the service 
and sounded him out about a hospital appointment. And _ this 


doctor told him point blank, if you were in general practice, fine, 
if you are going into internal medicine we don’t want you. 


DR. HIRSCH: At this point I'd like to re-emphasize that in a 
surgical branch of medicine one cannot work without a hospital 
afhliation. Yet, you can always take a year of residency in that 
particular hospital with which you wish to affiliate and still fulfill 
board requirements. Therefore, I think it is all-important for the 
surgery resident to consult in advance with the people that are 
concerned with providing affiliation. 


DR. PHILLIPS: I checked with various hospitals in another state 
concerning the practice of OB-GYN. I met a number of doctors 
on the staffs who seemed to fear the influx of young men. Those 
staff men, I might add, were also board certified obstetricians—so 
it was not a conflict between GP and board-trained men. The real 
difficulty in some of these communities is that there has been a 
tremendous growth of the suburban movement so that the popula- 
tion has increased but hospital beds have not increased in pro- 
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portion. The men in the area are very jealous naturally of the 
number of beds available. 


MODERATOR: Isn’t there a practical reason for that? It takes so 
many beds to support a specialist, does it not? 


DR. PHILLIPS: That’s right. If they weren’t interested in keeping 
me off the staff because I was a specialist, then they were in- 
timating that any other man who came in would cut down the 
number of beds available to them. 


MODERATOR: That’s a good point and I think it also brings us 
back to the fact that the extent of hospital facilities available in 
an area is of primary importance to the locating physician. Dr. 
Hirsch? 


DR. HIRSCH: The readers at this point might get a very dim 
view as to the prospect of going out into practice. I think we 
should re-assure them that overall prospects are really very good. 
The United States is a very large country with even larger op- 
portunities. It is simply that there is a greater demand for 
specialists in some areas than in others. 


DR. LLOYD: It is true that there may be a need for specialists 
in places where there are no specialists. But would specialists 
always be welcome in those places. I’d say, no. 


MODERATOR: Who would not welcome them? 
DR. LLOYD: The practitioners in the area, in some cases. 


DR. PHILLIPS: The people themselves may be GP-conditioned 


and resent the young specialist, too. 
MODERATOR: Dr. Kriles? 


DR. KRILES: I opened up a year ago. The year hasn’t been a 
failure, nor could I consider it a tremendous success. I am satis- 
fied with my first year. My experience has been this, I opened 
up in a rather tough area, an overcrowded area... . 


DR. BARNES: . . 


. overcrowded with physicians? 
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DR. KRILES: Overcrowded with physicians. Certainly they did 
not appear to need another pediatrician. I was fortunate that I 
got on the staff of the two local hospitals . . . but for one reason: 
I got into them through the recommendation of my former chief 
who has an excellent reputation, a national reputation. This made 
it far easier for me to get hospital affiliation. 

But the point is that I still had to exist for months with prac- 
tically no practice. This is because I picked an area where I 
wanted to live, first. It was loaded with pediatricians. I didn’t 
care. I got a side job. Many of us have to do that in getting es- 
tablished. I don’t care where it is, if you can get a job in an 
office, an insurance office, a publishing house, one where you 
can carry yourself for a year, I think you can make it anywhere, 
no matter how tough it is. 

I think the fellows who go into these booming areas where 
there is no doctor and where they offer to build you a house, 
give you a car, etc. will regret accepting this “quick start.” Sure 
you'll make money quicker and probably have it easier the first 
and second year, But I think in the long run you should pick 
an area you want no matter how crowded it is. It is usually 
crowded for only one reason, because it is nice living there. You 
will be happier in the long run if you are willing to sacrifice a 
year. Sit on your professional hands and earn a living doing a 
lot of other jobs and I believe it makes no difference where 
you want to practice, you can make a go of it. 


DR. HIRSCH: What has just been said is very applicable to 
pediatrics, because in the practice of pediatrics one must live 
where one practices and vice versa. However, in the surgical 
specialties this is not usually necessary. In orthopedics, I can 
live 25-35 miles away from my practice and still be available at 
all times. 


MODERATOR: What other specialties would you classify with 
orthopedics in this respect? 


DR. HISCH: Plastic surgery, neurosurgery, and for the most 
part, general surgery, thoracic surgery, radiology, anesthesiology, 


pathology, ophthalmology. 


DR. PHILLIPS: Once established you can live anywhere you 
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the first of a series of new hospital exhibits 
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again offers valuable demonstrations to 
acquaint staff physicians with important new 
medical discoveries. Each exhibit includes 
color charts or photographs, and is accompa- 
nied by pertinent, informative commentary. 
The exhibits are compact and flexible, and 
need little space and no accessory materials. 


This is the new exhibit on METICORTEN*— 
the first in a series now available to hospitals 
throughout the U.S. on request. For further 
information, contact your Schering represent- 
ative or write to us direct. 
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want to, you can isolate yourself on a mountain, have your office 
somewhere else, and the patient will come to you. If your repu- 
tation is there, either the patient is referred to you by other 
physicians, or by your own patients. But, when you first begin 
practice you must be there. You cannot afford to let any case go 
by. You must be johnny-on-the-spot. 


DR. HIRSCH: I would like to ask the question. Is it not just as 
difficult for a general practitioner as a specialist, when opening 
in an area, in that he faces, a certain initial waiting period before 
he becomes recognized or people are aware that he is in the 
community? 


DR. BARNES: I think not. Not to the same degree as the general 
practitioner. I think Dr. Lloyd brought up the point that it de- 
pends on the area and whether you are wanted in the area by the 
other practicing physicians. I think the other question was also 
mentioned: is a specialist wanted in the area by the public at 
large? The public may not be educated to the advantages of seeing 
a specialist. In fact, rather than just being apathetic. they may 
be more or less hostile to him. Many expect the ‘doctor’ to handle 
most of their problems and they just can’t understand what you 
are trying to tell them, that you have specialized in a certain 
field of medicine to the exclusion of other branches. They under- 
stand only that they are sick, you are the doctor, why can’t you 
take care of them—be it a fracture, an acute appendicitis or a 
common cold. 

MODERATOR: Dr. Barnes, if I may comment, this would seem to 
apply to the internist, but what of the specialist who depends on 


referred patients? Isn’t this a doctor to doctor relationship to 
begin with? 


DR. BARNES: I think even here you meet a barrier, although I 
happen to know of doctors who refer their orthopedic problems to 
general surgeons rather than to orthopedic men. They refer 
thoracic problems to general surgeons, too, although the difficult 
thoracic problem should be handled by a thoracic surgeon. The 
doctors themselves are not fully coznizant of the extensive training 
in certain surgical areas which makes specially-trained surgeons 
more competent to handle that area than the general surgeon. 
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AN OFFICE 
A. S. Aloe Company has a plan to help you 


Since 1860 A. S. Aloe Company has helped three generations 
of physicians open their offices. Whether you plan to begin 
practice or re-equip an office, we can serve you. 

A National Institution: We have 13 shipping points; more 
than 200 representatives with residences near you. 
Equipment Check Lists. Cover everything required to outfit 
your office, from hypodermic needles to X-ray machines, 
with both itemized and total cost. 

Planning Service. Suggested room layouts scaled to size 
to help you evaluate your needs. 


Tailored Payment Plan. There are no interest charges 
under our regular “new office” extended payment plan. 
Location Service. Aloe representatives know of many attrac- 
tive locations for beginning practice. A statement of your 
preferences will be published to our field force. Write or 
see your local representative for details. 


A. S. ALOE COMPANY 


1831 OLIVE ST., ST. LOUIS 3, MO. 


LOS ANGELES PHOENIX SAN FRANCISCO SEATTLE DENVER MINNEAPOLIS 


KANSAS CITY DALLAS NEW ORLEANS ATLANTA MIAMI WASHINGTON, D. C. 
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Now a general surgeon will some- 
times turn down cases, and I have 
seen it done. They have been referred 
cases, find out the diagnosis and say, 
“No, a thoracic surgeon should be 


called.” 
DR. LLOYD: I think in this respect 


you have to remember when you go 
out to places where the community 
is not specialty-minded, referrals are 
not too frequent. You often get the 
first of your referrals on terminal pa- 
tients and that’s hard to overcome 
in your reputation. As a pediatrician 
you may get a case of pyloric steno- 
sis who has little chance of living 
even as far as the hospital and where 
you have little chance of saving a 
life. If you lose the first few of your 
referred patients, you might as well 
move to another place. 


100 


MODERATOR: You men- 
tioned the problem, what is 
the solution to it? 


DR. LLOYD: I don’t see a so- 
lution. Time and evaluation of 
medical practice, perhaps. 


MODERATOR: You mean, 
you just want residents to be 
aware that such a situation 
exists? 


DR. LLOYD: That’s right. 


DR. GRUEN: We are, or have 
been residents and we are all 
representing different special- 
ties and subspecialties and we 
are all trying to get to the 
same end. We are using dif- 
ferent means towards attain- 
ing practice . . . and except 
for Dr. Lloyd and myself, 
who are residents in a_ hos- 
pital in the community where 
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for preoperative preparation of the bowel... 


a wider range of activity against enteric pathogens 


Neomycin-Mycostatin 


(Squibb Neomycin-Nystatin) 
tablets 
effective against effective against 
many intestinal yeasts and fungi 
bacteria (particularly Candida albicans) 


Neomycin-Mycostatin Tablets not only provide protection against the 
bacteria responsible for many intestinal disorders, but also control the 
overgrowth of fungi, particularly Candida albicans (monilia), which 
sometimes results from the administration of neomycin alone. 


Neomycin-Mycostatin Tablets, each containing 0.5 Gm. neomycin sulfate (equivalent to 0.35 Gm. 


jf Neomycin base) and 125,000 units Mycostatin (Squibb Nystatin), are supplied in bottles of 20 and 100. 


SQUIBB Sauivd Quality—the Priceless Ingredient 


"wrcostatin'® 1S A SQUIBB TRADEMARK 
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we want to set up practice, the others have been using or have 
used different approaches. I’d like to speak in defense of my 
chosen method. 

I personally feel that it was the wisest thing I have done. We 
have to realize one thing, through our internship and residency 
it’s been hardships. After residency, we can expect another year 
or two before getting established. By the time all of us have 
gone into our practice, we are married and have children. Isn’t 
it enough hardship without going cold into a community and 
trying to live on hope. What is the best and most efficient way 
to get started, then, and what is the way we would recommend 
to others who follow us? 

I feel, and I am sure that Dr. Lloyd agrees, that taking a resi- 
dency in a good hospital in the community where you want to 
practice is the best way. 

Dr. Lloyd did say that by taking a two-year residency here, 
when she is ready to open practice, pediatricians will overflow 
the area. Yet, I maintain, when she goes into practice at the 
termination of her residency, the doctors will know her. Her 
referred patients will come from them, during her early years, 
night calls will come from the doctors she has come to know 
and who have known her. And the parents come to know her. Her 
actual practice will build more easily and quickly than that of 
somebody who just moves into the area, has no hospital, doesn’t 
know the physicians and doesn’t know the people who live there. 


MODERATOR: Dr. Gruen, of course there was no guarantee 
of affiliation when you applied at the hospital, but you naturally 
expect it, don’t you? 


DR. GRUEN: No, I was not guaranteed. I do expect it. It is 
strictly a thing that develops normally, and I believe it is the 
same almost anywhere in the United States. I think it is occurring 
nearly everywhere, yes. But let me say this: before I took the 
residency here, I found out who the men on the staff were. I 
found out how they felt about the hospital’s approval and along 
with that, residency approval. I have asked friends of mine who 
are physicians in the neighborhood what they thought about the 
hospital, what they thought a year from now—two years from 
now — about my chances of establishing myself. And on the basis 
of what I found out at those particular times, I went ahead and 
did what I did. But there was no guarantee. 
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A brighter outlook comes 
with a “sense of well-being” 


Every woman who suffers in the menopause deserves “Premarin.” 


“Premarin” provides prompt relief from distressing symptoms and 
an added “sense of well-being.” 


“Premarin,” available as tablets and liquid, presents the complete 
equine estrogen-complex. Has no odor, imparts no odor. 


"PREMARIN". 


Conjugated estrogens (equine) 


in the menopause and 
the pre-and postmenopausal syndrome 


@ AyErST LABORATORIES * New York, N. Y. « Montreal, Canada 
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MODERATOR: Dr. Kriles, you used a different method. What 
is your impression, as a physician in practice for a year, as to 
which method you think best; best for the resident, best for the 
community and best for the resident’s family? 


DR. KRILES: I would prefer, I think, to have taken a year in a 
local hospital. I came out knowing I had a name behind me to 
pull some weight in getting a hospital appointment. 


MODERATOR: This name, was this your chief? 


DR. KRILES: Yes. But I could not get a commitment on that 
alone. I did not know until after I made the investment and 
opened up an office. I would have felt more secure if I had taken 
a residency in a local hospital with some assurance of staff affilia- 
tion. 

There is another thing, although I had two hospital appointments 
in quick order, still when I opened my office the only person I 
knew in town was my landlord. While the hospital appointment 
is a very important part of your practice, still, it took me three 
or four months to get my first night call. To meet patients, to 
meet doctors, to have lived in town, excluding medicine for the 
moment, just to have socialized in a town for oné year while still 
a resident, meeting people, joining clubs . . . ‘that would have 
given me a head start. These are the things I had to do in my 
first year. Now, in my second year, I get all the night calls I 
want from other doctors, in fact, turn them down. And by now, 
I am a member of two or three clubs, have a large number of 
social and professional friends who now and then send me patients. 
This is what I would have started with at the beginning had I 
been a resident in town for a year. 


MODERATOR: The answer then is that you would have preferred 
to spend a year in a community hospital. 


DR. KRILES: If it would not have been too much of a sacrifice in 


training. 


DR. GRUEN: I realize that a hospital affiliation is a very im- 
portant thing, but I still realize that when I am out, when I have 
my hospital affiliation, I am still going to sit around and wait, 
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... 90 EASILY 


For GYN examinations or treatment, only the Ritter Universal Table 
gives you the exact Trendelenburg and ideal table height 
you require .. .without physical effort. 


Seated on your Ritter stool you elevate the patient to your most 
convenient examining level with a light touch of your toe... 
easily, smoothly, quickly .. . quietly. Easy turn of the hand wheel 
tilts the patient to the desired degree of Trendelenburg. 


This is just one example of the famous 12 basic positions 

of the Ritter Universal Table. Call your Ritter dealer for more 
information and a demonstration . . . or write the 

Ritter Company, Inc., 5319 Ritter Park, 

Rochester 3, New York. 
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but as Dr. Kriles brought out, I believe it will take less time to 
get my night calls and establish a practice. 


DR. LLOYD: I think it should be emphasized that before you 
take your final year of residency in a place where you want to 
practice, you should look closely into the number of specialists 
in your area who are actually on staff, or are wanting to get on 
staff in that area. 


MODERATOR: What is the best way to do that? 


DR. LLOYD: Through the medical society and the medical super- 
intendent of the hospital. 


DR. BARNES: I think it is also worth a trip. 


DR. GRUEN: As residents we are working under chiefs. And, as 
Dr. Lloyd said, we must realize who our chiefs are. We are not 
working alone towards establishing a practice or towards getting 
on wherever it may be; if your chief is a good one, he is going 
to help you. He wants to work with you and help you obtain 
your end. . 


DR. BARNES: I think Dr. Gruen has emphasized spending a 
last year of residency in a local area in which you intend to go 
into practice. However, things may change during that last year 
and you may decide that this is not the area in which you want 
to go into practice. If you have been affiliated with a hospital 
that has a fairly good educational background and medical school 
connections, you will have a wide range of choice. It is con- 
ceivable that you may want to go completely across the country. 
Your chances of knowing a man in the local community hospital 
who has a connection across country, is much less, I should think, 
than in a large medical school hospital where men come from all 
over the place and various hospitals and can perhaps refer you 
and pave the way to whatever kind of practice you want, be it a 
group or individual practice. 


Resident Physician 


‘i 
Fa 
j 
106 


and 
\ 


Grumpy 


—and somewhat 
hypertensive, he 
keeps himself in a 
fretful, nervous state— 
hard to get along with. 


The gentle “daytime sedation” 
of Butisol Sodium will help him 
overcome some of the symptoms 
that come with aging. 


BUTISOL’ SODIUM 


BUTABARBITAL SODIUM, McNEIL 
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PHILADELPHIA 32, PA. 
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Welcome, New Residents 


July is the month for a turnover of residents in most 
hospitals. Many complete their final year of residency. 
At the same time, more than 7,000 interns enter their 
first resident year. Through the cooperation of hos- 
pital administrators, we have added nearly all in- 
coming residents to our mailing list. But we may 
have missed a few. If any of your resident colleagues 
did not receive this issue of RESIDENT PHYSICIAN, 
please pass along our invitation to them to join our 
circulation. All we need is the resident’s name, spe- 
cialty, hospital mailing address and the name of his 


chief of service. 


* * * 


ReEswwENT PHysICIAN is your journal, devoted ex- 
clusively to your problems and your interests. We 
hope you will find it of value to you in your residency 
and ask that you give us the benefit of your comments, 
suggestions and criticism. 

* 
Our Editor-in-Chief, Perrin H. Long, M.D., the staff 
and the advisory board of editors wish you every 


success in your years of hospital training. 
% * * 


* * 


| 


To excl 
tom th 
offers a 
‘otomy 
surgeo: 
operatiy 
dticien 
icent 


| W: 

TAR 

2 108 Resident Physician JJuly 1 


hysician 


Walsh Pelvic Laparotomy Pad 


To exclude bowel and omentum 
tom the operative field—Davol 
offers an improved rubber Lapa- 
wtomy Pad. This assists the 
turgeon in obtaining a clear 
wperative field and provides an 
tficient dam in preventing de- 
cent of bowel and omentum. 


Available from your 
Surgical Supply Dealer 


islerence: A Rubber Pelvic Laparotomy 
’sd—John W. Walsh, M.D. Obstetrics and 
synecology, Vol. 6, No. 2, August, 1955. 


by ® 


After using this especially designed Laparotomy Pad 
for the past two years at Georgetown University 
Hospital, Dr. John W. Walsh made the following 
observations: 

¢ In either vertical or transverse incisions the pad is 
easy to insert. 

© The pad effectively retains bowel and omentum above 
level of the true pelvis, and permits a maximum view of 
the pelvic organs. 

© Possibility of bowel trauma is reduced apprecjably. 

e Adhesions and bowel distention are minimized. 

e Easy to clean—can be sterilized over and over. 

© Use of pad reduces need for repeated sponging, as 
free suction of blood is possible. 
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Specialty Boards 


Dermatology and Syphilology 


Board Requirements 


The American Board of Derma- 
tology and Syphilology was formed 
in 1932. It is composed of three 
representatives each from the Amer- 
ican Dermatological Association, the 
Section on Dermatology and Syph- 
ilology of the American Medical As- 
sociation and the American Acad- 
emy of Dermatology. The nine rep- 
resentatives of the three sponsoring 
societies are the members and direc- 
tors of the Board. 


Purposes 
In brief the Board was set up to: 

1. Estabilsh standards of compe- 
tence for physicians who seek recog- 
nition as specialists in dermatology 
and syphilology. 

2. Set minimum requirements of 
education and graduate training 

3. Examine and certify qualified 
applicants who voluntarily comply 
with its requirements. 

4. Supply lists of those certified 
to the American Medical Associa- 
tion and the Directory of Medical 
Specialists. 


Basic requirements 


1. High ethical and professional 
standing. 

2. Graduation from medical 
school approved at the time of the 
candidate’s graduation, by the Coun. 
cil on Medical Education and Hos 
pitals of the American Medical As 
sociation. Graduates of schools not 
on the approved list may be eligible, 


Knowing exactly what's required 
often prevents confusion and costly 
misunderstandings. Here are essen- 
tial facts for quick review. When 
your particular specialty appears, 
mark the cover and binding of the 
issue for ready reference. 

The information contained in 
this article was obtained through 
direct correspondence with the spe- 
cialty board. Current news such as 
changes in requirements, special 
announcements, and notices of date 
and place of examination will be 
published in Resident Physician 
as received from the various boards. 
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Perc odan 


(Salts of Dinydrohydroxycodeinone and Homatropine, plus APC) 


\, Bettet thar, codving plus APC 


Sp C e d acts faster than codeine plus APC— 


usually within 15 minutes’? 


CULATION 


codeine plus APC—usually for 6 hours 


with virtual freedom from constipation"? 


Average adult dosage, 1 tablet q. 6 h. Supplied 


as scored, yellow oral tablets. May be habit- 
forming. Literature? Write — 


ENDO LABORATORIES INC. Richmond Hill 18, New York 
1. Blank, P., and Boas, H.: Ann. West. Med. & Surg.6:376,1952. 
2. Piper, C. E., and Nicklas, F. W.: indust. Med. 23:510, 1954. 
*U.S. Pat. 2,628,185 
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provided they pass Part I and Part 
II of the examinations of the Na- 
tional Board of Medical Examiners. 

3. Satisfactory completion of an 
internship of not less than one year 
in a hospital approved by the same 
Council. During three years of 
World War II, internships of nine 
months only were the rule, and ful- 
filled this requirement. However, all 
internships completed on July 1, 
1947, or thereafter, must be of at 
least twelve months’ duration. 

4. A state license to practice medi- 
cine issued following examination, 
or by endorsement of the certificate 
of the National Board of Medical 
Examiners. 

5. Citizenship in the United 
States, or citizenship by birth in 
Canada or Cuba. 


Special requirements 
The following minimum require- 
ments have been established for ad- 
mission to examination: 

Formal training in dermatology 
and related subjects, of not less than 
three years. This training may be 
obtained as a resident, fellow, or 
graduate student in the institutions 
recognized by the Council on Medi- 
cal Education and Hospitals of the 
American Medical Association and 
approved by the American Board of 
Dermatology and Syphilology. Can- 
didates will be eligible for the writ- 
ten examination when three full 
years have elapsed since the begin- 
ning of training. 

The formal training shall include: 


1. At least one year full-time jy 
institution approved for three 
year training. 

2. Graduate training in the basie 
medical sciences. 

3. Carefully supervised 
and laboratory work. 

4. Annual examinations or other 
appraisal in the clinical and labore 
tory aspects of dermatology and 
subjects related to it. 


clinical 


Methods of training 


The preferred method of training is 
a three-year course in an institution 
approved for that period. However, 
apart from the required full-time 
year in such an institution, the re 
maining two years may be taken in 
institutions of lesser approval; or in 
part or in whole as a preceptorship 
(q.v.); or in half-time institutional 
training, the remainder being spent 
in practice. In the last mentioned 
plan, only the institutional work is 
credited as training. 

Training must be completed with- 
in five years, except where military 
service or other compelling circum 
stances shall intervene. 


Preceptorship training 
Candidates may take up to two years 
of their training under the direction 
of a preceptor approved by the 
Board. Not more than half of each 
training day may be spent in the 
office of the preceptor; during the 
other half-day, supervised training 
must be undertaken in an approved 
institution. 
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The preceptor and the chief of 
service of the institution are jointly 
responsible for this training which 
must conform to a schedule the pre- 
ceptor has filed with the Board. Pre- 
ceptorships may be taken during 
any two of the years of training A 
list of approved preceptors is avail- 
able. 


Military service 

Students in training who have served 
as physicians in the Army, Navy or 
U.S. Public Health Service may 
submit a supplementary application 
for possible credit towards experi- 
ence. This application is not obliga- 
tory, but if submitted it -aust be 
done prior to or at the time of filing 
application for examination. It will 
not be considered until the prelimi- 
nary registration has been filed. 
Since the application must be circu- 
lated through a committee whose 
members may be widely separated, 
several months are often required 
for a decision. 

Full-time dermatological military 
service may be credited in some part 
toward training, at the discretion of 
the Board, provided it was under the 
direct supervision of a recognized 
specialist, and provided a significant 
portion of approved training was 
completed before the service con- 
cerned. 

Medical service in the armed 
forces not credited as training may 
be credited in part toward the two 
years of additional dermatologic ex- 
perience required for certification, 
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the amount of credit depending on 
the circumstances. 

The Board strongly urges that the 
candidate supplement his military 
service by further approved derma. 
tologic training before examination, 


Preliminary registration 

Every candidate must file a pre. 
liminary registration with the Board 
prior to or at the beginning of train- 
ing, whether or not plans are com. 
plete at the time. This establishes 
his identity and status as a candi- 
date, and begins his permanent file. 
It enables the Board to detect any 
deficiencies in meeting the general 
requirements or in the contemplated 
plan of training. The preliminary 
registration form is obtainable from 
the office of the Board. No fee is 
involved at this time. 

Each candidate should also re- 
quest a copy of the booklet of in 
formation and the syllabus of grad- 
uate training. 


Application and fees 

The candidate should write for an 
application for certification form 
after he has familiarized himself 
with the Board requirements. A $3 
registration fee is to accompany this 
application. 

Application for examination may 
be filed before the end of the formal 
training period, and must be made 
before the closing date. 

Applications should be filed early 
in order to obtain full advantage ol 
the loan sets of histopathology slides 
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626068 


urine sugar test of unmatched simplicity 


lly 


QUALITY / RESEARCH / INTEGRITY 


(URINE SUGAR TEST TAPE, LILLY) p 


“Tes-Tape’ completely eliminates the need for test 
tubes, heat, reagents, or any other paraphernalia 
in quantitative urine sugar determinations. Simply 
moisten a strip of “Tes-Tape’ with the specimen. 


After just sixty seconds, compare it with the color 
chart on the “Tes-Tape’ dispenser. Then read off the 
percentage of sugar. The selective action of “Tes- 
Tape’ prevents false positive reactions, assures com- 
plete accuracy. 

The convenient size of the “Tes-Tape’ dispenser per- 
mits you to carry it on house calls for on-the-spot 
determinations. Your patients also will welcome the 
convenience, simplicity, and accuracy of “Tes-Tape.’ 


Now available at pharmacies everywhere. 


SC ANNIVERSARY 1876 + 1956 / ELI LILLY AND COMPANY 
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available from the Armed Forces 
Institute of Pathology. No applica- 
tion will be considered without the 
accompanying registration fee of 
$25, which will not be refunded. 
When all supporting documents 
have been received the application 
is submitted to the Committee on 
Requirements, which appraises the 
qualifications of the candidate and 
decides as to the eligibility for ex- 
amination. An examination fee of 
$75 is payable when the candidate 
is notified that his application is ac- 
ceptable to the Board. 

The total of $100 has been care- 
fully computed and is used entirely 
for administrative purposes. Mem- 
bers of the Board receive no com- 
pensation except for actual expenses 
connected with examinations. 


Examination 

Examinations are designed to ascer- 
tain the breadth of the candidate’s 
knowledge in the basic as well as 
the clinical aspects of dermatology 
and to test his familiarity with the 
literature, and to gauge his general 
qualifications as a specialist in this 
branch of medicine. 

All applicants for certification 
must now pass a comprehensive 
written examination before they are 
eligible for the oral test. The writ- 
ten examination is held simultane- 
ously in twenty major cities. Appli- 
cants are then required to pass the 
oral clinical and laboratory exami- 
nation which is conducted in a 
clinic. Cases will be seen and dis- 


cussed with each candidate, and the 
examiners will seek to ascertain his 
knowledge of general dermatology 
as well as of various related sub. 
jects. 

Candidates whose applications 
have been accepted may take the 
next examination after the comple. 
tion of training. Except in special 
circumstances, an applicant shall 
take the examination within a year 
following the filing of application. 
A candidate once accepted for an 
examination will henceforth remain 
eligible for only two succeeding 
examinations, unless some compell- 
ing circumstance, such as military 
service, shall intervene. 

Candidates who  ignified 
their intention of taking the exami- 
nation and who fail to appear, or 
who cancel their request after the 
final notice has gone out, shall for- 
feit the examination fee. 

The type of written examination 
given by this Board consists of both 
true and false and multiple choice 
questions. The approximate length 
of the oral examination is three 
hours. There are eight examiners 
for the oral examination. The period 
of time before the grade is received 
is about one month. It is an actual 
percentile grade, not simply “pass” 
or “fail.” 


Re-examination 


A candidate who fails or is condi- 
tioned will be eligible for a second 
examination without further formal 
application, but must give at least 
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Her most important asset is her health. » With health, 
she is happy, relaxed and capable of serving her family 
and community. » Today, parents turn to their family 
physician for advice on scientific methods of child- 
Spacing, for it is he who recognizes the medical neces- 


sity for such advice ... guides her... and earns her 


gratitude. Without this attention from her doctor, in. 


whom she places her confidence, her family goals would 


not be easily obtained. It's the incomparable knowl- 


edge, skill and experience of her doctor...and doctors 


AVAILABLE AT ALL LEADING PHARMACIES 
” KOROMEX JELLY, CREAM AND DIAPHRAGM COMPACT 


HOLLAND-RANTOS COMPANY.INC. 
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patients health and happiness 
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sixty days’ notice of his wish. As 
the cost of examination is approxi- 
mately the same whether in whole 
or in part, a re-examination fee of 
$50 will be charged. 


If a candidate fails to complete 
successfully all or part of the ex- 
amination on two occasions, ne must 
take at least six months’ additional 
full-time training, or a year’s half- 
time training, in an institution ap- 
proved for three years, before being 
eligible for further examination. 
He must then file a new application 
and pay another fee of $75. 

A candidate who fails this third 
examination will be eligible for a 
fourth examination without forma! 
application. Notice of his intent is 
to be given sixty days before the 
examination. A re-examination fee 
of $50 is required. 

If a candidate who has failed or 


been conditioned, does not appear 
for re-examination before the expi- 
ration of three years, he must make 
a new application and pay an addi- 
tional fee for $75 before he can be 
re-examined. 


Certificate 

A certificate is issued when the sue. 
cessful candidate has completed at 
least five years of dermatologic train. 
ing and experience. 


Further information 
Further information may be re. 
ceived by writing directly to Bea. 
trice Maher Kesten, M.D., Secretary, 
American Board of Dermatology and 
Syphilology, Inc., One Haven Ave- 
nue, New York 32, N. Y. 

A booklet of past examination 
questions is available to candidates 
for a small fee. 


Ob-Gyn Exam Results 


The American Board of Obstetrics and Gynecology reports 


that of 430 candidates who took the Board’s Part | examina- 
- tions, 48 failed. Of 415 candidates who participated in the 
ae Part Il examinations, 317 were certified, 99 failed. 
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Applications for the 1957 Ob-Gyn exams are now being 
accepted. Candidates must make application before October 
1. For requirements and other information, write: Robert L. 
Faulkner, M.D., Secy., Americ 
Gynecology, 2105 Adelbert Road, Cleveland 6, Ohio. 


an Board of Obstetrics and 
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Century x-ray unit you'd soon know 
™ _\ why this remarkable "new way in x-ray" 
machine has come so far so fast. 


visit h\ with a user of the Picker Anatomatic 


He'd probably tell you first how incredibly easy it is to use 
(just dial the body part and set its thicknesSeee 
then press the button). He might sigh with 

relief at having no charts to consult, no 

calculations to make (the anatomatic 

principle does all the tedious "figgerin" 

4) for you). 


He'd probably show you how good 
a radiograph he gets every time 


He might even touch on the peace-of-mind 
that comes of having a local Picker 
office so near, with a trained Picker 
expert always on call for help and counsel 


and there'd be no mistaking 
the light in his eye when it 
falls on the handsome big-name 
unit whose fine appearance 
adds so much to the 
impressiveness of his office. 


P.S. Somewhere along the line the matter of price would 
come up .-e. he'd most likely comment on how little he paid 
to get so much. Or he might even be among those who rent 
their x-ray machine (Picker has an attractive rental plan, 
you know). 


P.S. Next best thing is to call your local Picker man in and 

Ht him tell you about this great new machine (find him in your 
mone book) or write Picker X-Ray Corporation, 25 South Broadway, 
Rite Plains, N. Y. 
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Balanced Training 


Residency Program in a University-affiliated 
Hospital 


Carl A. Moyer, Bixby Professor and Head of the Depart- 
ment of Surgery, Washington University School of Medicine, 
St. Louis [Journal of the American Medical Association, 
161:29 (1956)] is of the opinion that the bases of good 
residency programs are co-ordination and leadership. In 
the university-affiliated hospital, the residency program is 
directed toward: the care of the ill; the instruction of 
undergraduate students, and the opportunity for graduate 
students to gain as broad an experience as possible in the 
general fields of internal medicine and surgery as well as in 
the specialty of their choice, and to have a chance to con- 
duct research. 


The former concept of a residency program in a univer- 
sity-affiliated hospital guided by one individual has had to 
be replaced, owing to the establishment of the specialties, 


by a staff of men with varied special interests. The number 
of basic training groups in a hospital will be determined 
by the number of patients: each unit should be made up of 
one or more staff men, a resident, an assistant resident, 
an intern, and from two to four medical students. Since 
not all university-affiliated hospitals are in a position to pro- 
vide completely balanced training, an association of uni- 
versity-affiliated hospitals is often desirable. 

In the matter of the basic sciences, it seems essential 
that their application should be taught where they are 
actually applied—at the bedside. A program should be 
so designed that a resident’s interest in all phases of medi- 
cine is retained and, also, that he acquires an ability to 
co-ordinate his efforts, sharing with the members of the 
house staff on the other services work and discussions rela- 
tive to the patient’s condition and treatment. To give the 
resident the most complete and comprehensive experience 
to meet future problems, he must be given increasing 
responsibility in the care of patients; the teaching of stu- 
dents, and the administration of the department. 
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SODA 
evidenced by professional 


A proven laxative... 3 


of choice 


 PHOSP | 
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FLEET ENEMA 
Established 186900 
: nb phate 48 gm., and sodium phosphate 18 bie 


* 1. Pulmonary hemosiderosis is most 
often seen in association with: (A) 
chronic cor pulmonale; (B) aortic 
insufficiency; (C) tricuspid stenosis; 
(D) mitral stenosis. 


2. In making a diagnosis of arterio- 
sclerotic heart disease with anginal 
syndrome, the most useful single aid 
is the: (A) clinical history; (B) 
ballistocardiogram; (C) electroky- 
mogram; (D) electrocardiogram in- 
cluding the exercise tolerance test. 


3. Goitrogenic drugs are effective in 
the treatment of hyperthyroidism 
because they: (A) depress the 
pituitary secretion of thyrotropic 
hormone; (B) block the formation 
of thyroxine; (C) promote the 
absorption of iodine; (D) cause 
the deposition of colloid. 


4. A patient has a large, firm liver. 
There is no jaundice and a battery of 
liver function tests including the 


bromsulfalein excretion is within 
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Questions are from a civil service 
examination given to candidates for 
physician appointments in municipal 
government. 


Answers on page 130. 


normal limits. The probable diagno- 
sis is: (A) cirrhosis; (B) neo 
plastic infiltration; (C) fatty in. 
filtration; (D) hepatitis. 


5. X-ray studies of the gall bladder 
are not indicated in patients with: 
(A) fat intolerance; (B) a food 
idiosyncrasy; (C) iodine intoler- 


ance; (D) a past history of hepatitis... 


6. A, patient has a prepyloric ulcer 
on the lesser curvature of the stom- 
ach which, shows no healing by 
x-ray after eight weeks of medical 
therapy. He should have: (A) 
laparotomy and gastric resection; 
(B) further medical treatment; (C) 
vagotomy; (D) deep x-ray therapy. 


7. The clinical picture associated 
with profound hyponatremia is of- 
ten seen after: (A) total gastrect- 


omy; (B) fresh ileostomy; (C) 
pneumonectomy; (D) partial pan- 
createctomy. 


8. The value of lead in urine which 
is generally accepted as the upper 
limit of normal is: (A) 0.01 milli- 
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your patient should not be 
endangered by fluid accumulation 


during “rest periods” 


YOUR PATIENT NEEDS AN 
ORGANOMERCURIAL 


When a diuretic must evoke acidosis to be effective, continued 
administration without dosage limitation results in refractoriness. 
Other diuretics may require interrupted dosage to avoid gastro- 
intestinal irritation. 

But the sustained diuresis achieved by the organomercurials never 


necessitates routine “rest periods” because of their mode of action. 


raster IW EOHYDRIN 


BRAND OF CHLORMERODRIN (16 3 MG. OF 3-CHLOROMERCURI-2-METHOXY PROPYLUREA 


EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a 
a standard for initial control of severe failure MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 


LAKESIDE 
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Give your patient that extra lift with “Beminal” 817 
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gram per liter; (B) 0.1 milligram 
per liter; (C) 0.5 milligram per 
liter; (D) 1.0 milligram per liter. 


), A patient with extensive second 
jegree burns is a recipient of a 
transfusion from a donor recently re- 
from Greece. Two weeks 
later, he develops unexplained fever 
ind subsequent jaundice. This is 
most likely due to: (A) quartan 


turned 


malaria; (B) bacteremia; (C) | 
erum hepatitis; (D) hemolytic 
jaundice. 


10. The diagnosis of vivax malaria 
is established if: (A) the tempera- 
lure curve assumes a tertian pattern; 
B) there is a history of exposure 
in an endemic area, relapses of fever 
vhich respond to quinine, leucopenia 
ind splenomegaly with attacks; (C) 
ihe spleen and liver become en- 
larged; (D) P. vivax is demon- 
trated in a single field of a thin 
tlood film. 


ll. Punch biopsy of the liver en- 
ails the greatest risk in patients 
vith: prothrombin time of 18 
econds; (B) acolic stools and 
erum alkaline phosphatase of 24 
Bodansky units; (C) venous pres- 
ure of 80 mm. of water; (D) fever 
ad eosinophilia of 10 per cent. 


12, A positive, direct, prompt van 
len Bergh reaction indicates: (A) 
wobilin in the blood; (B)_ bilirubi- 
tate in the blood; (C)_biliverdin 
a the blood; (D) bilirubin globin 
in the blood. 
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B and levels 
are required give your patient 
that extra lift with “Beminal” 817. 


“Beminal” 817—each capsule contains: 


Thiamine mononitrate (Bi) ..... 25.0 mg. 
12.5 mg. 
75.0 mg. 
Pyridoxine HCl (Be) ........... 3.0 mg. 
Cale. pantothenate ............. 10.0 mg. 
Vitamin C (ascorbic acid) ...... 150.0 mg. 


Vitamin Biz with intrinsic factor 
concentrate...... 1/9 U.S.P. Unit 


New improved formula 


‘BEMINAL’ 


VITAMIN C 


Dosage: 1 to 3 capsules daily, or more, de- 
pending upon the needs of the patient. 


Supplied: Bottles of 100 and 1,000 capsules, 


or] AYERST LABORATORIES 


New York, N. Y. ¢ Montreal, Canada 5664 
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APPOINTMENTS 
for 


NEXT YEAR SN 


Keep YOURS in the 
1957 COLWELL 
APPOINTMENT LOG 


Quarter Hour Breakdown 
Two Columns per Day 


For 1957 your entire week’s ap- 
pointments on ONE spread of 
pages—fully dated for calendar 
year. Eliminates “page thumb- 
ing”, minimizes appointment 
mix-ups, saves time and trouble. 


Two columns per day. Hours 
from 8 A.M. through evening 
hours. Quarter hour breakdown. 
Recall section at end of book for 
following year. 


Bound in one-piece, flexible cov- 
er—durable, attractively em- 
bossed, cushion edges and round 
cornered. Flat opening, tear- 
resistant wire binding. Smooth, 
white ledger paper printed in 
green. 


ORDER NOW for advance ap- 
pointments soon to be scheduled 
in 1957. 


Cat. No. 957 
$2.50 


Guaranteed 
Satisfaction 


| 13. Generalized thrombophlebitis is 


notably most frequent in: (A) 
carcinoma of the breast; (B) 
carcinoma of the ovary; (C) carci- 
noma of the body of the pancreas; 
(D) pheochromocytoma. 


14. A man falls astride an obstruc- 


| tion receiving injury to the peri- 
Entire Week on ONE Spread of Pages | 


| perineal muscles; 


neum. Subsequently he is unable 
to void, his temperature is elevated 
and there is a gradual increased 
swelling of the perineum and geni- 
talia. The most likely injury is: 
(A) contusion and hemorrhage of 
(B) hematocele 
of the scrotum; (C) rupture of the 


| urethra; (D) rupture of the bladder. 


COLWELL PUBLISHING COMPANY | 


271 W. University Ave. 
Champaign, Illinois 


15. A 36 year old man complains 


of attacks of palpitation at night. 
These are accompanied by dyspnea 
and epigastric and lower chest dis 
comfort. The only method of reliev- 
ing these symptoms has been for 
him to stand up and walk about the 
room. Fluoroscopic examination with 
barium swallow reveals the stomach 
bubble high in the left chest. Of 
the following, the most likely cause 
of the attacks is: (A) arterioscle- 
rotic heart disease with left ventricu- 
lar failure; (B) duodenal ulcer; 
(C) hiatus hernia; (D) gall bladder 
disease. 


16. The drug of choice in the treat- 
ment of ascariasis is: (A) santonin: 
(B) hexylresorcinol; (C) tetrachlo- 
roethylene; (D) oil of chenopod- 
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What’s the 


Doctor’s Name? 


H. was born in Petersburg, Rus- 
sia, on November 12, 1833, and died 
on February 27, 1887. Since his 
early childhood he showed a keen 
interest in both natural science and 
music and was taught to play the 
flute, piano and cello. When he was 
nine he composed a polka and at 
fourteen he wrote a concerto for 
flute and piano and a trio for two 
violins and cello. At the same time 
he kept himself busy carrying out 
chemical experiments and manufac- 
turing fireworks. 

In 1850 he matriculated in the St. 
Petersburg Academy of Medicine 
and Surgery where he devoted his 
particular attention to botany and 
chemistry, ultimately specializing in 
the latter. In 1858 he received his 
degree of Doctor of Medicine and 
became a house physician at a mili- 
lary hospital. In 1859 he made a 
journey abroad and visited Heidel- 
berg, Italy, Switzerland, Paris. The 
journey brought him many stimulat- 
ing musical experiences. It was at 
that time that he met his wife 
Catherine Protopopova, an excellent 
pianist, whom he married in 1863. 
In 1864 he became a professor of 
ganic chemistry at the St. Peters- 
burg Military Academy and held 
his position until his death. During 
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his lifetime he wrote numerous 
papers on chemical subjects which 
were published in Russian, French 
and Italian periodicals. 

However, his name became widely 
known not as that of a chemist or a 
physician, but as that of an out- 
standing musician and composer. 
He was one of the five members of 
the “Mighty Handful” which in- 
cluded Cui, Mussorgsky, Rimsky- 
Korsakov, Balakirev. During his 
musical career he produced numer- 
ous songs and quartets, three sym- 
phonies and, best known of all, an 
opera entitled after the name of a 
royal personage taken from early 
Russian history. He started to 
write the opera in 1869 and worked 
on it off and on until the end of his 
life. After his death Rimsky-Kor- 
sakov and Glazunov undertook the 
task of orchestrating it and giving 
it the finishing touch. The opera, 
published in its final form in 1888, 
includes fascinating oriental melo- 
dies under the title of “Pglovetz 
Dances.” The popular American 
song “Stranger in Paradise” is 
based on one of the dance melodies 
taken from this opera. 

Can you name the doctor and the 
opera he composed? 
page 130. 
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Leads 


Classified Advertising 


and Needs 


OFFICE SPACE 


MIRACLE MILE, MANHASSET, 
LONG ISLAND, NEW YORK: 1000 
square feet air conditioned office 
space. 1447 Northern Boulevard, 
Manhasset, New York. Directly 
sy opposite Lord & Taylor. Convenient 
parking space in rear of building. 
Within 10 minutes of five hospitals. 
Walking distance to railroad sta- 
tion. Bus service passes door. Would 
prefer to rent as single unit to 
group, but will consider a few in- 
dividual units. $5.00 per square 
foot. 

If interested, write Romaine Pierson 
Publishers, Inc., 1447 Northern 
Blvd., Manhasset, N. Y. 


Going Into 


Practice? There Are Many 
choice opportunities in all fields which you 
would not normally be aware of. We 
many that might interest you. Write us. 
The New York Medical Exchange 
489 Fifth Avenue (Opposite Public Library) 
Specialists in Placement 


RESIDENTS WANTED 


APPROVED PSYCHIATRIC RESIDENCY — 
bed hospital in Chicago Medical Center 
Deans committee supervised didactic clinical 
program on 95 bed psychiatry and neurology 
service affiliated with University of IIlinows, 
Loyola University, Chicago Medical Schoo 
Institute for Juvenile Research, County 
Psychopathic Hospital, and large outpatient 
clinic. Write: Manager, Veterans Administra. 
tion, West Side Hospital, 820 South Damen 
Avenue Chicago 12, Illinois, 


ILLINOIS licensed male physician, Americar 
born, to work nights or weekends with smal 
medical group. Northwest Chicago, Tele 
phone SPring 4-5600. 


RESIDENT PHYSICIAN in general hospits 
wanted; 160 beds; salary and maintenance. 
Apply: Mother Anne Gertrude, Administre- 
tor, Maryview Hospital, Portsmouth, Virginie. 


ST. CLAIR, MISSOURI—eight room brick 
home; built 1952-56; easily converted to 
office space and ample living quarters 


$24,500, $4500 down. Complete descriptio: 
from: W. P. Eyberg, St. Clair, Missouri. 


GENERAL RESIDENT WANTED (house phy: 
sician) for July 1, 1956; Salary $350 per 
month and maintenance, general hospit 
with 312 beds and 36 bassinets; must be 
licensed in Pennsylvania, Apply: D. W. Her 
man, Administrator, The Williamsport Hor 
pital, Williamsport, Pennsylvania. 
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OPPORTUNITIES AVAILABLE IN VIRGINIA— 
For vacancies to be created «| retirements 
beginning March |, 1956. (1) Two assistant 
directors of local health departments; ap- 
plicants without public health training or 
experience given on-the-job training and 
paid a beginning salary of $8400; must be 
under 38. (2) Two directors of local health 
departments; salary $9600 to $11,472; must 
be under 50 with recognized public health 
training experience; applicants must be 
American citizens and eligible for Virginia 
licensure; liberal sick leave, vacation, and 
retirement benefits. Write: Director of Local 
Health Services, State Department of 
Health, Richmond 19, Virginia. 


APPROVED RESIDENCIES—VA Hospital: in- 
tegrated programs, Baylor University Affili- 
ated Hospitals, Texas Medical Center. 
Vacancies Internal Medicine, Neurology, 
Ophthalmology, Otolaryngology, Pathology, 
Physical Medicine, Psychiatry and Urology; 
$2840-$3550. Career residencies, Neurology, 


Psychiatry and Physical Medicine; $5915- 
$8990. Manager, VA Hospital, Houston, 
Texas, or Dean, Baylor University College 


Medicine, Texas Medical Center. 


OTOLARYNOLOGY RESIDENCIES—Available 
July 1, 1956; approved; 3 year program; 
salary and maintenance. Only first year 
residencies available. Write for particulars 
or apply: Duke Hospital—Duke University, 
Durham, North Carolina. 


PSYCHIATRIC RESIDENCIES—Indiana Univer- 
sity Medical Center; are now available; 
fully-approved for 3 years of psychiatric 
training in a modern 2500 bed medical 
center; widely diversified training and ex- 
perience provided in a 250 bed psychiatric 
treatment hospital, under Dr. D. F, Moore 
with rotating services through adjacent 
campus facilities, including 500 bed Veterans 
Administration hospital with Dr. E. G. 
Gogel, Chief of Neuropsychiatry, active 
university child guidance clinic and a 
university psychiatric outpatient clinic; ample 
opportunities for training and consultative 
services in @ variety of university clinics and 
in 3 other university hospitals, including a 
children's hospital; broadly oriented univers- 
ity training —— with close personal 
supervision of psychotherapy in clinics and 
hospitals; impressive interdepartmental op- 
portunities for active clinical and allied 
basic research in a new psychiatric research 
institute and for teaching and supervisory 
experience in the medical school and its 
affiliated training programs in the social 
sciences; stipend for Ist year, $4380, in- 
creasing proportionately to 3rd year $5760; 
eligibility for state licensure required for 
appointment, Write: J. |. Nurnberger, M.D., 
Department of Psychiatry, Indiana University 
Medical Center, Indianapolis, Indiana. 


ANESTHESIOLOGY RESIDENCIES—University 
of Utah and affiliated hospitals, ist year 
and 3rd year available now and July Ist. 
Active teaching peer excellent salary; 
fully ap roved. Contact: Carter M. Ballin- 


M. 
versity of Utah, Salt Lake City, Uta 
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MEDICAL RESIDENCY—Openings July |, 1956, 
in Ist, 2nd and 3rd year program of fully 


approved three-year Residency in Internal 
Medicine; 800-bed University-affiliated county 
general hospital. Apply: L. A. West, M.D., 
Medical Director, Los Angeles County Har- 
bor General Hospital, 1124 West Carson 
Street, Torrance, California. 


DOCTOR WANTED: Recent graduate to take 


over general practice; may purchase equip- 
ment at discount, work on percentage, or 
rent office and equipment, Dr. Brecken- 
ridge, Mason, Texas. 


PRINTING and RECORDS 


Printing , Patients Records, 
Bookkeeping Systems & Files. 


PROFESSIONAL PRINTING CO., INC 
NEW HYDE PARK, WN. Y. 


Accident, Sickness 
and 
Hospital Insurance 
for 
Physicians and Dentists 
Exclusively 


Physicians Casuaity 
and 
Health Associations 


Omaha 2 Nebraska 
Since 1902 
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WHAT’S THE DOCTOR’S NAME? 
(from page 127) 


The doctor: Alexander Borodin 
The opera: Prince Igor 


VIEWBOX DIAGNOSIS 
(from page 15) 
PRE-PYLORIC ULCER 
Note direct. visualization of 
ulcer niche with spasm re- 


gionally of stomach. 


MEDIQUIZ ANSWERS 
(from page 122) 


1(D), 2(A), 3(B), 4(C), 


11(B), 12(B), 13(C), 


15(C), 16(B). 


5(C). 
6(A), 7(B), 8(B), 9(A), 10(D), 
14(C), 
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hysician 


for your asthmatics... 


effective. safe 


bronchodilation and sedation 


rapid relief 

unique base melts promptly after 
insertion ...does not inactivate 
aminophylline... releases full thera- 
peutic dose for quick bronchorelax- 
ant and calming action 


““AMINET 


AMINOPHYLLINE WITH PENTOBARSIT At Bischof, 


bd DIVISION 
suppositories 


exclusive nonreactive base 


safer control 


avoids gastric upsets of oral amino- 
phylline...cardiovascular effects of 
adrenergics that preclude their pro- 
longed use 


Prescribe in boxes of 12: Full Strength 
Aminet Suppositories — aminophylline 
05 Gm. (7% gr.), sodium pentobarbital 
0.1 Gm. (1% gr.), benzocaine 0.06 Gm. 
(1 gr.). Also available, Half Strength 
Aminet and Plain Aminophylline 
Suppositories. 


AMES COMPANY, INC+ ELKHART, INDIANA (N 
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Sick patients 
need food for therapy 


| gen 


well is a concept as old as 
medicine. But only recently has Therapeutic Food for 
it been established (1) that nutri- Complete Nourishment 
tional needs are increased in 

illness; (2) that food sufficient to 
meet these needs is well utilized, 
and (3) that therapeutic nutri- 


tion prevents many of the debil- Sustagen® is the only single food 
itating effects of disease and 
injury. 


which contains all known nutritional 
Unfortunately, because of the 
anorexia accompanying illness, 
effective nutritional therapy re- 
quires added care on the part of 
the physician. Food comes from fat, vitamins and minerals. It may 
familiar kitchens and lacks the 
impressive aura of more dramatic 
therapeutic agents. Thus it is 
often difficult to convince the 
patient that food, too, is thera- only source of food or to fortify the 
peutic—that although drugs may 
arrest disease only food can re- 
pair the ravages of disease. 


essentials: protein, carbohydrate, 


be given by mouth or tube as the 


diet in brief or prolonged illness. 


Whatever the nutritional prob- 
lem—whether caused by ano- 
rexia, mechanical difficulty in 
eating or limitation of gastric 
capacity or tolerance—only an 


assured food intake will solve it. - - 


The use of Sustagen, a food restores appetite 

form ulated for therapeutic nour- overcomes asthenia 

ishment, will overcome many 

difficulties in the therapeutic ‘2 

feecing of sick patients. A foun- virrhosis 

dation for therapy thus may be Sustagen : 

established. peptic ulcer 
geriatrics 


The development of Sustagen 


exemplifies the continuous effort infections 
of Mead Johnson & Company to trauma 
provide the medical profession chronic disease 


with products basic to the man- 
agement of illness and the res- 
toration of health. 


eBep i SYMBOL OF SERVICE IN MEDICINE 


a MEAD JOHNSON & COMPANY *- EVANSVILLE 21. INDIANA, U.S.A. 
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